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CLINIC OF DR ARTHUR DEAN SEVAN 
Presbyterian Hospital 


CONGENITAL WRYNECK 

Sumirmry Et ology and patho ogy of wry tieiimeat—unporUnce of early 
attention — the M kuhca operat on after treatment 

August 14 1918 

1 DESIRE to present to you this niommg a case ol congenital 
wry neck I would like to discuss this subject with you briefly 
and then I shall operate upon this case by a method which 
seems to me most desirable and which has given us excellent 
results 

Congenital wry neck is due to a buth injury of the stemo 
deidomastoid muscle followed by hemorrhage m and around 
the muscle and its sheath and followed by a histologic change 
in the structure of the muscle a sort of fibrous degeneration m 
which the muscle cells are replaced by connectne tissue cells 
with resulting contracture Hie Contracture is not I mited sim 
ply to the muscle itself for we have found m the cases that we 
have operated upon by the radical procedure that I shall dem 
onstrate to you this morning that the deep cervical fasaa 
which lorms the sheath for the muscle is extensively involved 
and In addition there is as one might expect a marked change 
m the platysma myoides muscle not due to the fibrous de 
generation but due to the fart that holding the head on one 
side tnarkedlj diminishes the sue of the platysma myoides 
although It does not as a rule alter its histology to any extent 
Very marked changes occur in the head and neck and even 
in the rest of the body of the patient who is the subject of this 
deformity if it is allowed to continue during the period of de 
velopment If tor instance the baby is born with this birth 
*9S 
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injury and gro« up to &dalt iife saj trccnt} jeais of age 
there is in addition to the contracture of the stcmododomas- 
toid a ^eI5 marked atrojAj of that side of the face In the 
patient on whom I shall operate jnoming is ^'eo dis- 
tmct although the boy is onlj a^t jears of age the left side 
of the face bang %'erj much larger than the right whidi is the 
affected side Owing to the defonmtj the patient carries hnn 
self in a peculiar waj tq-mg to compensate bj rhangf < m the 
pehis and m the spme for the abnonnal position of the face 
and neck. This jnu will see \ef3 distinctly demonstrated in 
thisbo) (Hg 327) 



Ffe SJ7 — V\ rj D«t. T)pi<»l<5efoiiiutJ Noi«aS>naottiy oJ b»*d *od f«ce. 

There are as j'ou know two different tjpes of toitiooUia or 
wTj rffk. First the cxmgemtal tv-pe due to a birth mjurj and 
the resulting contiacturee Second the «pasnodic tj^pe The^ 
have absolute!} no relationship and are two distinct and sepa 
rate condibons For a number of j ears the>ie cases of congenital 
torticolhs I have been badh handled snoplj doing tenot 
^Tr,yp<i of the contracted muscle correcting the posiUon of the 
head after the tcnotom> placmg it in an os crcorrected position 
and keeping it there for a tune m a plastcr-of Pans cast and 
later b} a brace This work ga>e rather unsatisfactorj re 
suits although It IS a procedure that ts suU practeed bj nian\ 
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orthopedic surgeons My attention was first called to a more 
radical and more satisfactory operation by an article by Miknhcz, 
published about fifteen jears ago Mikulicz went vcr> thor 
oughiy into the subject and suggested as the most saUsfactory 
method of treatment the extirpation of the stemodeidomastoid 
muscle with the contracted deep cervical fascia 

When I first read the article it seemed to me rather an ex 
tensive operation and I questioned its value as compared with 
the old tenotom> operation Howc\cr, I at once proceeded to 



put It into practice with the most satisfactory results Instead 
of being a radical operation the operation with good technic 
IS as a matter of fact quite simple and very safe, and gives 
certainly very much better results than the old tenotomy opera 
bon followed by plaster of Fans and braces 

The pabent is now anesthetized and I shall proceed to do 
the operabon For a tune I made an incision parallel to the 
contracted sternocleidomastoid I ha've, however, been operat 
mg for several years with the transverse collar maslon such as 
we employ in goiter work, making a transverse mdsion in the 
vou *— S7 
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neck the center of which is opposite the contracted tendon and 
about 1} inches abo\ e the sternodavimlar articulahon (Fig 328) 
The length of this trans^ erse inasion will necessarilv vaij with 
the size of the neck, of the patient and with the extent of the 
contracture but there is no necessit) of TnaVmg a wtaU inasion 
If ne cess a r y I make an mosion 5 inches in length This dmdes 
the skin and superficial fasoa the plah-sma and to ^^ew 

the contracted stemodeidomastoid note the contracted deep 
cervical fascia which forms the sheath of that muscle — tins con 
tracture of the sheath extends as >*011 see for an mdi or more 
on either side of the muscle With a little force the fasna and 
muscle are put on tension and the lower two*thirds of the muscle 
freel} and completelj exposed. The contracted mi.scle is now 
divided at about the junction of the upper third with the lower 
two-thirds and the upper third of the muscle is left. Tha is 
done because m the upper third of the muscle 13 the spuial 
accessory nerve which should be saved because it supplies not 
only the stemoclodomastoid but also the trapeaus In other 
words we retacne complete!) in this operation the lower two- 
thuds of the steraodeidomastoid muscle and the surrounding 
deep cervical fasaa (Fig 329) 

As I dnide the muscle }*ou see I can move the patients 
head easQ} back into the nonnal posibon or mto an\ position. 

I careful!) /oHott out the dissecbon so as not to injure the 
mlemal jugular vein the carotid aiterj and the pneumogas 
tnc, which are now exposed and remove the muscle down to 
its pomt of attachment mto the sternum and clavicle both the 
sternal aTid clavicular origins being divided- Hemorrhage from 
a few muscular and arterial branches arc now controlled 
by ligatures and the wound is closed without drainage care 
bmg not to suture the plat)^!!^ mjoides hut sunplj to 
suture the skin and superfiaa! fasaa In the pnmaij dresaing 
in OTler to obtain wound healmg with the greatest comfort to 
the patient and with the least disturbance to the wound the 
ma) be dressed in the old deformed posiUon. 

The after treatment is ver) important and verj simple I 
do cot that It is necessai> to put the patient up in a 
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plaster of-Paris dressing immediately after operation, but we 
employ a starch bandage over our surgical dressing to give a 
certain amount of futation, wWch adds to the comfort. After 
wound healing is complete the patient is instructed to exercise 
the neck and to sjt in front of a mirror so that he can study the 
position of the neck, or, if it is a child, one of the parents in- 
structs the patient hon he is to hold the head and face. He is 



Fig 329— Dissection completed Loner tno-tliuds of stemodeidoinastoid re- 
moved, togeUiet with tbe fasasJ sbeatli 

encouraged to do this, the mother or father keeping at him 
se^e^al times a day if necessary. If the child is old enough, 
we should arouse his pride m correcting the deformity so as to 
improve his personal appearance. If this is done persistently 
after the radical removal of the muscle, the child soon learns 
to keep the head in tbe right portion and there is gradual im- 
prov ement as far as atrophy of the side of the face is concerned, 
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althongb, of course if the operation is done after the mdindaal 
has attained full growth there can be httle or no change m 
this reflect. 

I would Eke to emphasize the cspoitance of ttiK method of 
treatment as compared with the older and more gcnerall) 
adopted schemes I would Kke to emphasize also the impor 
tance of recognizing condition ear}} and correcting it before 
other marked changes hare oconred as the result of the de- 
foimitj It 15 a pity to allow a fhild with a bnth defonmh 
of thK kmd to have to continue without correction after the 
third or forth i'ear expeneoa has bees that most of 
these cases are neglected untfl the defonnity is marked and the 
atrophy so great that eiTs though correction is made the 
faoal alterations due to ati«^b> persst as a distinct disfigure- 
ment thou^out life 


DESMOID TUMOR OF THE ABDOMINAL WALL 

Summary Pathology of desmoid tiuws—dugnosis, treatment— esasion not 
urgent, but usually deainble 

The second case that I shall show you this morning is a 
patient who comes to us with what we ha%e diagnosed clinically 
as a desmoid tumor in the abdonunal wail My attention was 
6rst called to this condition by an article by Nicholas Scnn 
about twenty five years ago 1 do not think that the condition 
is very generally recognized, and its pathology for a time was 
a matter of uncertainty and discussion I believe we have 



Fig J30 — Tniuvetse scctioa tbrougk abdominal wall, showing location of tumot 
and Its relation to rectus sheath. 


operated on possibly a dozen of these cases in this clinic All 
of those that we have seen have had very much the same history. 
They have all occurred in women They have all occurred m 
women who have borne children, and they have developed some 
months after the woman has pven birth to a child The first 
thing that is noted is a tumor close to the median line, which, 
on careful etamination, proves, as a rule, to be connected with 
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tient for a number of years Hose that I have seen have not 
been mabgnant Some reports have described them as fibro 
sarcomas and classified them as slowly growmg slightly malig 
nant tumors Of course, the dugnosis cannot be made with 
absolute certamty without an exploratory operation and I 
have, therefore as a rule felt called upon to operate upon these 



F g 33l — OosLte ol Kctu$ sb«&Ui coiapleted 

cases and remove the tumor for the double purpose of relieving 
the individual ol the tumor and for making a definite diagnosis 
This is a young woman of thir^ She has had several chil 
dren and she has noticed this tumor which is about an inch to 
the left of the umbilicus for the hist six or eight mouths 

Under ether I shall now make an inaston directly over the 
tumor turn back the skin and superficial fasaa and expose the 
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tJje sheali of the rectus T]ie<e tumors ^zry in sire from aa 
English 'svalniit to that of a fair sized apple They are hard, 
firm, and painless, and not infrequently they are incorrectlj 
diagnosed and arc thought to be tumors wjthin the abdominal 
cavity As a rule, however, a careful examination will satisfy 
the surgeon that they are not at fie abdoroinaJ cavity, but in 



Fig 33)-~Tuttior Defect d sbeatJi of recius ibout (o be dosed by 

mattress satura of Catgut 

the abdominal wall Hislolc^cally, they are Jile fibroid tu 
mors Clinically if not completely removed they have a tend 
ency to recur lihe the rccumng fibroids that were diacussed 
by the old time surgeons They amve at a certain size and 
then remain stationary The indication for operation is rela 
live and not ab<oIute becau«e they can be earned by the pa 
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Summary Epithehoma developing in tlie sc«r of •» cU kg ulaf healed years 
prtviwrtly foUo-mog «pet«ive leinaval of vancose veins and skin grafting of 
ulcer Chronic imUtion of oM sears as * cause of cancer, great importance 
of failure properly to differentiate cancer from luetic lesions— necessity of 
early removal of section for micioscople diagnosis 

The third case that I shall show you this moming is a rather 
rare condition, a condition, however, which we have bad the 
opportunity of studying pretty thoroughly in this dime, and 
one which I think should be generaUy recognized more fully 
and completely than it has been 

This patient is one who was operated on years ago by Dr 
Nicholas Sean, who was then m charge of the clmic The 
patient had an extensive teg ulcet There were, as etiologic 
factors to consider as causes of this leg ulcer, a vancose condi 
tion of the veins and a probable specific history Under anti- 
specific treatment and an operation on the veins the ulcer un- 
proved, but did not heal, and finally Senn dissected the ulcer 
out, covered it with Thiersch sfcin grafts, and succeeded in ob- 
taimng a complete cure 

The patient was very much gratified and went about his 
work for a number of years without trouble In the last year, 
howe\ cr, there has gradually developed a condition m and about 
the old scar, which for a tunc he thought was of httle moment, 
but which has grown into a senous and annoying condition 
You will see (Fig 333) at the site of the old skin* grafting there 
is now a raised up hardened, irregular lesion, looking very much 
hie an epithelioma of the lower lip, and the patient gives very 
much the same history that one gets in the hp cases, that xs, 
that scabs form over this lesion and then fall off a new crust 
forms, and falls off, etc , but the lesion never heals completely 
We were quite sure of the dioical diagnosis, but I removed a 
small section of the growth and found it to be a typical epitheli- 
oma We have seen a large number of these cases that is, 
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tumor ivhich Is tbesize of an egg irregular in shape and which 
has been de%‘eIopcd m the anterior sheath of the rectus muscle 
(Fig 330) I cut quite wide of the tumor and remo\e not 
onl} the tumor but all that part of the antenor sheath of the 
rectus to which the tumor is attadied This lea^•es, as jtiu 
notice, a large defect m the antenor sheath of the rectus, which 
I close with mattress sutures of catgut (Figs 331 and 332) 
In order to make sure of keepmg the edges of the sheath to- 
gether during wound h ealing I shall, in addition, put m two 
mattress sutures of silkworm gut through the sheath and through 
the superficial fascia of the skm As jou notice I hase not 
opened the abdominal caMt> at alL 

Postoperatire Kote — Eistologicall) , the tumor proved to be 
a topical desmoid The patient went on to a complete and 
satBfactor> rteo\-cr5 
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this cbnic a mouth or tongue caranoma with this history of a 
slowly developing ulcer on the patient s tongue or mouth In 
getting the clinical historj of the case a clean cut syphilitic 
history is found or m examining the patient s blood a very 
positive Uassennann reaction is obtained and the conclusion 
jumped at at once that the lesion »s specific The patient is 
then placed upon antispeafic treatment probablj for weeks or 
months with varying results, sometimes apparent teroporarj 
improvement which seems to confirm the speafic diagnosis but 
with no complete cure of the lesion which continues and very 
often unfortunately extends so widely that it is difficult or un 
possible to make a radical operation and then the sunple thmg 
that should have been done early in the history of the case is 
done and the diagnosis made definite that is a small section 
of tissue removed for miCToscopic examination Tune after 
tune very inteUigent and expenenwd medical men bring me 
cases with this same stor> Tbe answer of course la verj 
sunple Fust the mere (act that the individual has a syphilitic 
history does not make it at all certain that the lesions that he 
develops later are due to that disease A man with syphilis is 
quite as apt to develop caranoma mfact is more apt to develop 
carcinoma than an individual who has never bad syphilis and 
there is certamly nothing unusual m the comadent development 
of carcinoma in an individual with a specific history The 
moral of course is that the Wassennann test or the patient s 
history should never be accepted as of any value in determinmg 
the character of one of these lesions certainly not to the point 
of excluding the possibility of tbe development of a cancer 
The work in our own clinic has made us beheve that syphilis 
IS one of the most common eliologic factors m the production 
of carcinoma about the tongue and mouth I want to make a 
special plea to you gentlemen who are here this morning that 
in these cases you should insist upon determining the diagnosis 
absolutely by removing a section and obtaining a microscopic 
examination before submitting the patient to treatment be 
cause so frequently the oj^rtuiuty of curing the patient is lost 
by keeping him for weeks and months on antispecific treatment 
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rases of epitheboma develojun^at tie site of old pathologic 
processes, and have studied them with considerable care The«e 
occur not only m the scar tissue of old v'ancose ulcers but we 
have had them occur m the scar tissue of bums not shortly 
after the receipt of the injury but years afterward 

There is a group of these cases that have been described m 
the hterature as ' Kangn bum raroncmas occurring m indi 
viduals in certain parts of ^sia where m order to teep warm 
in the very high altitudes in cold weather the natives cany 
baskets about then body so arranged that they can fill the 
baskets with charcoal that bums very slowly and gives a good 
deal of warmth Falling asleep or under the influence of liquor, 
bums from these baskets are very common and years after 
ward m the old age of the individuals many epitheliomas have 
developed in scars of these bums leading to the descnption of 
the«e cases as ' Kangn bum epiihehomas ’ But we have stud 
led also the same condition m paraffin workers in connection 
with some of our big oil companies where paraffin is made 
The«e cases have been desoib^ in the hterature as 'paraffin 
carcinomas ” The sequence of events here is that these people 
workmg with crude oil from which paraffin is made have a skm 
irritation about their bands forearms and bodies especuUy the 
scrotum, with resulting dermatitis and furunculosis The work 
ers themselves describe this condition as paraffin boils The 
individuals recover from this dermatitis and furunculosis and 
no immediate bad effects are noted but years later m a small 
proportion of these cases epithebomas develop m the scar in 
tbe«e legions and they are known as paraffin carcmomas ’ 
kke have also studied this same condition in the scars of lupus 
about the face and have handled a number of cases where in 
the scar of the old lupus process an epithelioma has developed 
I am indmed to believe that the most frequent and cer 
tainly the most important group of cases rcpresentmg this same 
process is found m the development of epithebomas m the 
mouth and tongue at the site of old svphiLbc scars Too 
great emphasis cannot be placed upon this fact because hardly 
a Kwl, owtamJynot ^oesly but there is hrou^t into 
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Fig 333 ~1 Removal ot tumor by mde bsosiOD through Kar Ussoe 
coveml witb TluCTsdi grtf u 
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until the lesion extends be>OQd the pnmaiy focus and has 
become inoperable 

la this case this morrung we have no evidence of the process 
having extended bej ond the pnmary focus I beheve thatit is 
stDl an epithehoma limited to scar tissue There is no 
glandular involvement The mans general condibon is good 
and we beheve and of course hope that the radical removal 
of this cancer by local ^lention will cure the patient Thii 
might be done by radium or s' raj but I thmt: m massive ep 
thehomas of this kind it u much safer to remove the leson 
With the knife 

I shall go quite wide of the lesion and dissect out the entire 
growth The skin superficial and deep fasaa well out mto the 
wound seems to be perfectly oonnal tissue (Fig 335 1} I have 
had the skin of the thigh on the same side prepared and we shall 
cover the area with Thiersch skin-grafts These are made 
with a sharp nuor flattened on one side and taking the skm 
from the outer surface of the thigh just below the great tro- 
chanter \ou see It requires about four grafts to cover the 
entire area (Fig ^^33 2) \ou notice that the bttle oozmg that 
persisted before we put on the grafts seems to be checked bj 
the apphcation of the grafts It s important in puttmg on 
grafts to see that thej are flattened out perfectly and that anv 
blood that is beneath them is feured out 

^\c shall dress this with perfectly dry dressings and fix 
m place vnth adhesive stnps and a starch bandage If 
there is no reaction we wilJ leave the pnmarj dressmgs on for 
a penod of ten daj's As a wbofe we have been obtaining more 
satisfactory results in these skin grafts with di> dressmgs than 
vnth moist dressmgs Of course if there is anj reaction or if 
there is anj evidence of discharge through the dressings the 
dressings should be immediately removed care bemg taken not 
to displace the grafts 

I want to saj in tins connection what I have said a good 
manj tunes of bte years in this dmitv that in skin grafting you 
should be faTTulTar vnth the fact that autogeneous grafts that 
IS grafts taken from the same individual with good techmc will 



ULCER OF THE STOMACH ON THE LESSER CURVATURE 

Summary Diagnosis— diSerentulion frota diotetitbuisii and cafonoma, technic 
of etplonwon of upper abdomen, Ireauuent— eicision versus (nedical manage 
meat indications for operation postoperative care results (oIb» ng gastro- 
enterostomy transverse escision of large gastric ulcers 

July 22, tm 

I t\ANT to operate upon a case this morning that comes to 
us with a questionable diagnosis He has been under medical 
care for several years with pain m the upper abdomen present 
mg itself m two different wa>’s First, severe acute attacks at 
long mtervals, and second, more or less stomach distress for 
penods of sev cral w eeLs at a tune, followed by mtefv als of about 
the same duration of complete rebel He is a man of thirt) 
eight He gives a history that until about three years ago he 
weighed 140 pounds, before he had this trouble and that he 
has lost about 30 pounds since that time 

In analyzing the evidence secured in the case I hnd that he 
has, in addition to the abdommal symptoms and loss of weight 
a hemoglobin of about TO Thorax and abdominal examina 
tions are negativ e Examination of the stomach contents shows 
a httle more than normal acidity no evidence of retention or 
obstruction at the pylorus Fluorosoiptc examination with a 
barium meal shows normal stomach and duodenal findings He 
has a rather defimte tenderness a little to the right of the median 
line and he has given me a very definite history of three re 
cent attacks of sev ere pain which have all been very much alike 
coming on very acutely, extreme agooizmg pam requiring mor- 
phm and the use of the hot water bag for rehef, and lastmg 
from a few hours to a day , not as:>ociated with \omiting or with 
any intestinal disturbance Stool examination shows no oc 
cult blood and there has been at no tune any history of vomit 
mg blood from the stomach 

The character of these pains and the resulting tenderness, 
which IS very marked immediately after the attack, seems to 
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almost in\'anabl} grow, that grafts taken from someone eL>e 
almost neser groa, for no matter how aseptically they are 
placed or how good the techmc has been, at the end of ten to 
twenty da>a the) usuall> break down and do httle or no good 
The fact should be widel) known that m sbn-graftmg the grafts 
must be taken from the same mdnidual m order to base an) 
prospect of success 
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no evidence o( Slone in the common duct On pcncrnl palp » 
tion I find that it h quite nonnal I therefore must conclude 
that he IS not suffering from g&H stone disease, ns I find no 
gross tangible evidence of such a condition I now turn to the 
duodenum and examine the duodenum carefully I fmd that it 
IS quite normal There is no evidence ol any Induration of a 
duodenal ulcer I examine the pylorus and fmd that it is quite 
normal It is patulous, as 1 can demonstrate by bringing my 
thumb and finger together, the Index finger pressing on the gas 
trie side of the pylorus and my thumb on the duodenal side, 
and I can feel that the pyloric ring Is perfectly normal and of 
good size 

I now examine the stomach Iherc Is no evidence of any 
neoplasm I find, howeVer, os I carefully examine the lesser 
curvature o! the stomach a distinct and definite whitening due 
to connective tissue, which has contracted ilic lesser curvature 
somewhat, and as 1 continue my examination 1 thlnV 1 can fed 
the induration of an ulcer on the lesser curvature about 1) 
inches from the pylorus In order to be sure of this I carefully 
make a small opening in the gastrohepatic omentum Just above 
the lesser curvature so that 1 can introduce my index finger 
into the lesser peritoneal cavity nml palpate the posterior sur- 
face of the stomach In this way I can palpate very carefully, 
with one finger on the poslcilor surface and my thumb on the 
anterior surface, the Ics'icr curvature at the point of this in 
duration and I can feel a very small aattr like ulcer at thus 
point of induration Of course there Is a jiossibihty but no 
great probability that this is cardnomatoua 

There is one of two ways In which we can now handle this 
case We can either make this operation purclj an exploratory 
one, close the incision and place the patient at once upon 
medical management for gastric ulcer, or we can resect this 
ulcer and rcmoac the lesion completely and place the patient 
later on careful stomach management 'Jhat would make it 
improbable that any further ulcers would develop IJecausc of 
the Jong history of great suficnog that this man has had and 
because it seems as though we could excise this ulcer without 
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be quite t>pical of gall-stone cohc attack, and if it vrere not for 
tbe other stomach symptoms that he has bad there would be 
no question in my mind but that he was suffenng from gall 
stones m the gall bladder without any obstrucbon of the cystic 
duct, because there is no dstention of the gall bladder and 
resulting tumor, and there has been at no time an> evidence 
of jaundice But in addition to these acute attacks he de- 
scribes quite deart} that on a number of occasions be has bad 
stomach distiess coming on after meals relieved b} soda, and 
continuing for periods of three or four weeks at a tome TTiese 
latter attacks, of course, are suggestive of duodenal or ^stnc 
ulcer I hav e talked the matter over quite freel} with him and 
told T>TTn that I bcbev ed the chances are that he has gall-stones 
m the gall bladder, but that it might be a duodenal or gastric 
ulcer I from the long histoi} of the case and absence 
of an} hllmg defect in the fluor o sc o pic examination, the age of 
the patient, and the fy-pcracidity that we can dearl} exdude 
any probabflit} of a mahgnant process 

^e patient is now thoroughly anesthetired and we shall 
make an ezploratoi} and attempt to determine deflnitd} the 
gross pathology that is responsible for the dinical 8}mptoms. 
Because of the uncertamty of the diagnosis, ]}Tng between gaD 
stones and ulcer I am malring an 5-shaped incision such as we 
make for gall-stone extending from high up m tbe 

angle between the cnsifoim cartilage and the angle of the rib 
down over the rectus musde about paiaUel with the junction 
of the inner third and outer two-thirds of that musde, fai^ 
well toward tbe rmdline, extending down almost to the um 
bOicus and then sweeping outward to tbe right for about 2 inches 
Opening the pentoneal cavit} I £nd no adhesions and tbe 
cavuty quite free I lift up tbe gall bladder and as }-ou see 
it IS blue and transparent and normal m size and appearance 
I can empty the gall bladder by gradual pressure without any 
difficult} I can feel no stones I examine the <ystic duct and 
can find no evidence of any stone in the lystic duct 1 mtio- 
duce m} index finger m the foramen of Winslow and pa^te 
the common duct between m} mder finger and thumb and find 



•DLCEH OT STOMACH ON LESSER CUR\ATtJRE 913 


no evidence of stone in the common duct On general palpa 
bon I find that it is quite normal 1 therefore must conclude 
that he is not suffering from gall stone disease as I find no 
gross tangible evidence of such a condibon I now turn to the 
duodenum and examine the duodenum carefully I find that it 
IS quite normal There is no evidence of any ludurabon of a 
duodenal ulcer I examme the pylorus and find that it is quite 
normal It is patulous as I can demonstrate by bnngmg my 
thumb and finger together, the mdex finger pressing on the gas 
tnc side of the pylorus and my thumb on the duodenal side, 
and I can feel that the pylonc nng is perfectly normal and of 
good size 

I now ^ranting the stomach There is no evidence of any 
neoplasm I find, howeVer, as I carefully exanune the lesser 
curvature of the stomach a distinct and definite whitening due 
to connective tissue which has contracted the lesser curvature 
somewhat, and as I continue my caamination 1 tbnh 1 can. itd 
the mdurabon of an ulcer on the lesser curvature about U 
inches from the pylorus In order to be sure of this I carefully 
make a small opening in the gastrohepauc omentum just above 
the lesser curvature so that I can introduce my index finger 
into the lesser peritoneal cavity and palpate the postenor sur 
face of the stomach In this way I can palpate very carefully, 
with one finger on the postenev surface and my thumb on the 
antenor surface the lesser curvature at the point of this in 
durabon and I can feel a very small crater like ulcer at this 
pomt of induration Of course there is a possibility but no 
great probability that this is cardnomatous 

There is one of two ways m which we can now handle this 
case We can either make this operation purely an exploratoiy 
one dose the mosion and place the pabent at once upon 
medical management for gastnc ulcer, or we can resect this 
ulcer and remove the lesion completely and place the patient 
later on careful stomach management That would make it 
improbable that any further ulcers would develop Because of 
the long history of great saffexing that man has had and 
because it seems as though we could excise this ulcer without 
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an} great nsL, I shall attempt to do this m preference to trust 
ing to medical management alone 

Dmdmg the gastrohepatic omentum for a distance of about 
2 inches between ligatures mer the lesser curvature at the site 
of the ulcer, I cow place a stomach clamp on each side of this 
area so as to keep out the stomach contents, and I cut out a 
saddle^haped section of the lesser curvature mdudmg the ulcer 
(Fig 334, £i) Here is the specimen (Fig 334 c), and jou see 
that It IS a beautiful example of a small punched-out peptic 
ulcer about the size of a pinhead There can be no question 
now as to the pathologic diagnosis It is not at all consistent 
with an} malignant process I ligate the gastnc artery on each 
Side of the pomt of resection and close this V-shaped opening 
with three rows of sutures, one through the mucosa one through 
the musculans and pentoneum, and the third, a Lembert su 
tore (Fig 334, b and <0 The abdominal incision is dosed 
without any drainage The pads and sponges are accounted fo' 
and the patient is in %ery good condition at the close of this 
procedure, which, as you «ee, has not been a prolonged one 
In the after management of a case of this kind we place the 
patient for the first twent} four hours upon rectal enemata of 
normal salt solution, about 8 or 10 ounces e%er} three or four 
hours If the patient has much pain be is allowed a moderate 
amount of morphin. The patient is allowed to wash lus mouth 
out frequently with a small amount of water, but he is instructed 
not to swallow it. At the end of twent> four hours the patient 
IS started on a small amount of water about 1 ounce ever} 
hour, and if this u not followed by vomitmg it is graduall} 
mcreased to 2 ounces e\ery hour, and he is allowed an ounce of 
TTullf or an ounce of broth every two hours This is graduaU} 
mcreased until a fair amount of liquid nounshznent is gii-en 
After the broth and imik are started we beliei e it is >-er} de 
sirable to give the patient a small amount of bicarbonate of 
soda and calcined magnesia in powder form about twent} 
mmutes after the milk is taken This reheves the aadit} and 
stimulates peristalsis and I believe lessens the tendency to 
vomiting The patient, after the immediate effects of the 
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operaUoD are <n er, that b, on the second or third day, is p la ced 
on exactlj the same sort of medical management for gastnc 
and duodenal ulcer that we would employ if no operation had 
been undertaken, and it b persisted in for a number of weeks 
and the same care b taken m regard to the diet and after bs* 
tory of the case as though we were handling an ulcer in a purely 
medical wa> Xf the patient persists in \*ocaiting for more 
twcnt) four hours we do not hesitate to wash out the stomach 
with great care in cases of thB kmd We feel that the sutures 
arc competent and we ha\*c not expencnced any trouble from 
this procedure 

^Vhen it IS possible to resect a gastric ulcer with little addi 
tional risk I think that this operation should be done It is 
not, howetrr, possible to app]> the rad2cn} resection method to 
any great percentage of our cases of gastnc ulcer If it were 
geoeraU) adopted it would g)\-e a Nery great mortality and 
would not be a most satisfactory scheme of management I 
would like to discuss with you bnefiy my views on this pomt 
First, I am eonvmced that the great majonty of gastnc ulcos 
can be cured by proper medical management, and that this 
should always be our first choice in the handling of the case 
There are, of course a number of conations that donand 
surgical management These I belmT to be cases with definite 
h yper trophic obstruction at the pylorus cases with a history of 
repeated senous hemoirhages and cases in which medical man 
agement in spite of being effiaently followed out is not successful 
in curing the tase There b of course a very great difference 
between duodenal ulcers and gastnc ulcers as far as the applica 
tion of surgical therap> b concerned Personally, I think that 
a duodenal ulcer more hequently calls for surgical management 
t>mTi gastnc ulcer because it b a greater menace to the mdi 
vidual, the nsk especially from perforation being much greater 
in duodenal than in gastnc ulcer In the second place the 
results obtained by the generally employed operation of gastro- 
entCTOSto™) much more satisfactory when employed for 
duodenal t^n in gastnc ulcer There are some surgeons and 
medical men who take the position that gastro-enterostooiy is 
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of little or no \alue m ulcers in the stomach proper I cannot, 
hcfweser agree vutb that iKJSition I beliue that the majority 
of cases of gastric ulcer can be cured by a well functionating 
gastio-enterostom^ If expressed in. figures I should sa^ that 
in duodenal ulcer the gastro entcrostomj ivould be effectue in 
90 pet cent or more and in about SO per cent of the gastric 
ulcer cases There is a class of huge indurated ulcers of the 
stomach nhich m a certain proportion of the cases resist all 
methods of methcai management and nhich must be handled 
b> exnaion if it is anatomically po‘>sjble The transi erse ex 
cision of a large gastric ulcer is now an nccepted and standard 
operati\e procedure The operation is practicallj an excision 
of a through and through segment of the stomach includmg the 
ulcer and the area be)ond well mto hcaltbj tissue and the 
Urge wound in the stomach closed b) suture This is neces 
satily formidable and carries a good deal of mortahtv with it 
There are a number of cases with huge gastric ulcers m which 
excision is anatomically exceedingly difficult and I am un 
fortunately able to sho" you a spctimcn of this hmd w’hich we 
have just obtained from the postmortem examination of one of 
my classmates in medical college I had been very much in 
terested in this case because of the fact that the patient was an 
intimate fiiend of mine for a great many years I -would like 
to show you this specinien and give the history of the case as 
1 think it IS petuharly interesting and instinctive 

kou will see that this specimen (Fig 335) shows a huge 
saddle shaped ulcer about IJ to 2 inches in its vanous diameters 
at the lesser curvature of the stomach very close to the esoph 
ageal opening This patient came to mv service about three 
weeks ago suflenng from marked stomach distress and great 
loss of weight and increasmg weakness His hemoglobin was 
low He was able to walk about had some pam immediately 
after meals and had occult blood in the stools normal aadity 
or slightly higher than normal acidity no tumor to be /ejt 
marked tenderness just below the ensiform cartilage In the 
fluoroscopic examination a hlhng defect was evident and the 
probabfe clinical diagnosis of carcinoma was made We felt 
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ojx;nlion arc o\cr that is on the second or sp^ 

on cxictl) the same sort of medical raanagenst fx p=: 
and duodenal ulcer that we would emplc»> if no opniibf 
been undertaken and U is persisted in for a nusbe drs 
and the vunc care is taken in regard to the diet and 
toT\ of the Case as though ire were handling an nicer nip^ 
medical wa^ II the patient persuts m s'onatcigfo'cn* — 
twenty four hours we do not hesitate to wash out tie stsn- 
with great care in eases of this kind- W e feel thst tie ssr* 
are competent and we haw not cxpeneoced aof trouik 
this procedure 

When jt is possible to resect a gastric ulcer mti Ettk ^ 
bonal risk I thmk that iNk opoation shfwM be daot 
not howc\*er possible to i^JpH the radical rtsediM neti^' 
ans great percentage of our cases of gastric nicer II i 
gencrall> adopted it would girt a ^TrJ gnat tsatsSr c 
would not be a most satsfacto:^ scheme of ^ 

would like to cLscuss with >ou Inefij my wws on ihs 
First I am eon\mced that the great taa;anOr of pstat*^ 
can be cured bj proper medical maaagemeat, *ad ti- ® 
should alwajs be our first choice in the haadlinS of 
There are of courie a number of conditiocs that 
surgical management nicsc I believe to be eases 
bypcrtrophic obstruction at the p> lon^ oms 
rrpeated senous hemoTthages and oses m which rsefi^^ 
agemeat m spite of bang cfnaenll> followed out is aot 
in cenag the case There b of course a '"OJ ^ ^ 
between duodenal ulceis and gastric ulcers as far as the 
ticm of surgical therapx is concerned Personalh' 1 
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of kttk or no \alue in ulcers m the stomach ptopW I cannot, 
however, agree with that position I btlicve that the Tnajont> 
of cases of gastric ulcer can be curetl bj a n dl ^ijnctionatmg 
gastro enterostonij H expressed in figures I should sa> that 
jn duodenal ulcer the gastro enterostom) %\oiild he effective m 
99 pet cent or more and m. about SO pet cent of the gastnc 
ulcer cases There is a class of huge indurated ulcers of the 
stomach which in a certain proportion of the cases resist all 
methods of medical mmagement and \vhich must be handled 
bj excision if it is anatomicall} possible The transverse ex 
cvsion of a large gastric ulcer is now an accepted and standard 
operative procedure The operation is practical!} an exasion 
of a through and through segment of the stomach including the 
ulcer and the area Lejond well into health} tissue and the 
large wound in the stomach closed b} suture This is neces 
•fssTOs.udabk axvd. cattua. a. deal c>l vt. 

rbere are a number of cases with huge gastnc ulcers in which 
excision is anatomicalK cxcccdmgl} difficult and 1 am un 
fortunately able to show }ovi a specimen of this hind which we 
have just obtained from the postmortem eximination of one of 
m} classmates in medical college I had been very much in 
terested in this case because of the fact that the patient was an 
Ultimate friend of mine for a great man} vrais I would like 
to show you this specimen and give the history of the case as 
I think It IS peculiarly interesting and instructive 

kou will see that this specimen (Fig 335) shows a huge 
saddle shaped ulcer about IJ to 2 inches in its various diameters 
at the lesser curvature of the stomach verj close to the esoph 
ageal opening This patient came to m} service about three 
weeks ago suffering from marked vtomach distress and great 
loss of weight and increasing weakness His hemoglobin was 
low He was able to walk about had some pam immediately 
after meals and had occult blood in the stools normal aadity 
or slighti} higher than normal aadit} no tumor to be felt, 
marked tenderness just below the ensilonn cartilage In the 
fluoroscopic examination a filling defect was evident and the 
probable chnical diagnosis of carcinoma was made We felt, 
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operation arc o% er that is on the second or thud day, is placed 
on eiactlj the same sort of medical management for gastric 
and duodenal ulcer that we would empio) if no operation had 
been undertaken and it is persisted in for a number of weeks 
and the same care is taken m regard to the diet and after bs- 
tOT> of the ease as though we were handlmg an ulcer in a purely 
medical waj If the patient peissts m v-osuting for more than 
twent> four hours we do not hesitate to wash out the stomach 
•with great care m cases of this kmd W c feel that the sutures 
are competent and we havr not crpenenced anj trouble from 
this procedure 

When it IS possible to resect a gastric ulcer with little addi 
bona! nsk I think that this operation should be done It is 
not, howev*er, possible to apply the radical resection method to 
aaj great percentage of our cases of gastnc ulcer If it were 
generall) adopted it would gr\T a \cr> great mortaht> and 
would cot be a most satisfactoiy scheme of xnanagemest I 
would like to discuss with you bnefiy my views on this point 
Fhst, I am convinced that the great majont) of gastnc ulcers 
can be cured by proper medical management and that tbs 
should alwaj's be our first choice in the handling of the case. 
There are of course a number of conditions that demand 
surgical management These I believe to be cases with definite 
b^'pertFopbe obstruction at the p>]oni5 cases with a history of 
repeated senouS bemonhages and case m wbch medical man 
agement m spite of being e£Baentl> followed out is not successful 
in curing the case There is of course a very great difference 
between duodenal ulcers and gastnc ulcers as far as the applies 
tion of surgical therapj is concemed Personal]) , I think that 
a duodenal ulcer more frequently calls for surgical management 
tVian gastnc ulcer because it is a greater menace to the mdi 
vjdual the nst espeaallj from perforation bemg mudi greater 
m duodenal m gastnc ulcer In the second place the 
results obtamed b> the general!) emplO)-ed operaboa of gastro- 
enterostom) are much more sabsfactoi) when emplo)ed for 
duodenal m gastnc ulcer There are some surgeons and 
medical men who take the poahon that gastro-enterostomy is 
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of little or no value m ulcers m the stomach proper I cannot, 
however agree with that position I believe that the majority 
of cases of gastnc ulcer can be cured b> a well functionating 
gastro enterostomy If exprtssed m figures I should saj that 
in duodenal ulcer the gastro enterostomj would be eflectivc in 
90 per cent or more and m about SO per cent of the gastnc 
ulcer cases There is a chss of huge indarated ulcers of the 
stomach which in a certain proportion of the cases resist all 
methods oi medical management and which must be handled 
by excision if it is anatomically possible The transverse ex 
asion of a large gastnc ulcer is novv an accepted and standard 
operative procedure The operation is> practically an excision 
of a through and through sclent of the stomacli including the 
ulcer and the area beyond well into healthy tissue and the 
large wound m the stomach closed by suture This is neecs 
sarily iomndahle and camev a good deal of mortahty with tt 
There are a number of cases with huge gastric ulcers m which 
exasion is anatomically exceedingly difficult and I am un 
fortunately able to show you a specimen of this kind which we 
have just obtained from the postmortem examination of one of 
my ctassmates in medical college 1 had been very much in 
terested m this case because of the fact that tbe patient was an 
intimate friend of mine for a great many yearn 1 would hke 
to show you this specimen and give the history of the case as 
1 think it is peculiarly intercstmg and instructiv e 

\ou will See that this speomea (Fig 335) shows a huge 
saddle shaped ulcer about 1| to 2 inches in its various diameters 
at the lesser curvature of the stomach very close to the esoph 
ageal opening This patient came to my service about three 
weeks ago suffering frem marked stomach distress and great 
loss of weight and uiCTeasmg weakness His hemoglobin was 
low He was able to walk about had some pain immediately 
after meals and had occult blood m the stools tiorroal aciditv 
or shghtlj higher than normal acidity tvo tumor to be felt, 
marked tenderness just below tbe ensifonn cartdage In the 
fiuoroscopic examination a tillmg defect was evident and the 
probable clinical diagnosis of caremoma was made We felt 
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operation are o^•er, that b, on the second or third day, b placed 
on exactly the same sort of medical management (or gastric 
and duodenal ulcer that we would employ if no operation had 
been undertaken, and it b peisbted in for a number of weeis 
and the same care b taken in regard to the diet and after-his- 
tory of the case as though we were an ulcer in a purely 

mefheal way. If the patient persbts in vomiting for more than 
twcntj'-four hours we do not hesitate to wash out the stomach 
with great care in cases of tbb kind. We feel that the sutures 
arc competent and we hav-e not experienced any trouble from 
thb procedure. 

Wlren it b possible to resect a gastric ulcer with UtUe addi- 
tional risk I th?nlf that thb operation should be done. It is 
not, howes*er, possible to apply the radical resection method to 
any great percentage of our cases of gastric ulcer. If it were 
generally adopted it would gi\T a very great mortality and 
would not be a most satbfactory scheme of management. I 
would like to dbcuss with you briedy my views on thb point 
First, I am convinced that the great majority of gastric ulcers 
can be cured by proper medical management, and that thb 
should alwa>’s Im our first choice in the bandliog of the case. 
There are, of course, a number of conditions that demand 
surreal management. These I believe to be cases with definite 
hypertrophic obstruction at the pylorus, cases with a hbtory of 
repeated serious hemorrhages and cases in which medical man- ' 
agement in spite of being efficiently followed out b not successful , 
in curing the case. There is, of course, a very great difference 
between duodenal ulcers and gastric ulcers as far as the applica- 
tion of suTgital therapj- b concerned Personally, I think that 
a duodenal ulcer more frequently caUs for surgical management 
tt^aTi gastric ulcer, because it fa a greater menace to the indi 
vidual, the risk especially frmn perforation being much greater 
in duodenal than in gastric uIot In the second place the' 
results obtained by the generally employed operation of gastro- 
enterostomy are much more satbfactory when employed for 
duodenal than in gastnc ulcer. There are some surgeons and 
metfical men who take the poritiim that gastro-enterostomy b 
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wudiUon was so bad that I did not feel warranted in making an 
exploratory operation, and after being under our observaUon 
for about three weeks the patient suddenly became very weak 
with every evidence of internal hemorrhage lapsed into coma, 
and died 

Thepostmottemexaminationshowedtlusverydeep punched 
out ulcer on the lesser curvature and on careful examination I 
♦tiinV we can find the open mouth of the vessel which produced 
the fatal hemorrhage The mtestmal canal was full of blood 

As we analyze the facts m this case it is particularly instruc 
tive because the evidence seemed to be m favor of caranoma, 
and yet it was an ulcer pure and simple I am glad that we 
placed hun on ulcer management because I think that was the 
wisest thing to do from the standpoint of the symptoms, and 
the postmortem findmgs confirmed the wisdom of that course 
In analyzmg the facts I naturally asked myself whether it 
would ^ve been wise to have operated on ibis case or not 
Evidently it would have been impossible to have resected this 
ulcer because of the fact that it encroached on the esophagus, 
and It would have been impossible to have made a closure and 
I doubt very much whether gastroenterostomy would have been 
of any more service here than was proper stomach management, 
but, of course that is simply a matter of opimon 

In connection with this case I would like to make this state- 
ment, that as we study more and more of these stomach cases 
the difficulties of makmg absolutely a diagnosis between ulcer 
and cardnoma m a very considerable group become more ap- 
parent One might I think say this that a typical stomach 
ulcer case and a typical caremoma of the stomach case can be 
clearly diagnosed with a good deal of certainty but there is a 
very considerable group illustrated by the case which I am now 
discussmg m which the findmgs are such as to make it difficult 
or impossible to differentiate between caranoma and ulcer We 
thought m this case that the diagnosis was most certain to be 
carcinoma and yet it proved to be ulcer We have a large 
senes of cases m which even at the time of operation we have 
felt that the tumor like lesions were clearly caremomatous and 
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hcnve\er that it would be well to place him for a 'hort tone oa 
ulcer management This was done with rather marked rekef 



defect lo tlie ladiosTatU ■ imubtiiig caranaiza <leatli from liemonliare Note 
eroded vessel m Coor of ulcer 

apparent]\ from the standpoint of reUeving his pain He be- 
tran to ^OIIUt however and on several occasions the \-oimtus 
was bloodv He steadfh and rapidh went down hilj The 
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Summery D agoosis of lODg ahsce s~»fflportaiic* oi tlie x-ny and eiploraig 
needle technic of operation— fomhinalion of local ane thes a and tie elecir c 
cautery necessity for prolonged drainage etology ca es following tonsillec 
tODiy 

July 24 1918 

I WANT to present to you this morning a patient upon whom 
Tve have made a clinical diagnosis of abscess of the lung We 
shall examine the thorax carefully with an exploring needle and 
attempt to locate the abscess and if we are successful m doing 
this proceed ivith the operation for the purpose of securing 
thorough drainage 

This young man is a lieutenant in the United States Army 
About two months ago he had a rather severe attack of pneu 
monia from which be made a slow and incomplete recover) 
Some cough persisted and some dulness on the left side id the 
lower lobe and an irregular temperature The attending pb^s 
laan advised that he be sent to Colorado to recuperate \Vlule 
in Colorado he became suddenly worse and the medical attend 
ants who were called made a diagnosis of lung abscess and urged 
immediate operation which was undertaken This was done 
under ether anesthesia the eighth rib resected m the axillary 
Ime and the pleural cavity opaied No free pus was found in 
the pleural cevity and the lung at once collapsed The pa 
Pent s condition became extremely bad and the operation was 
discontinued and the mcision completely dosed This left an 
operative pneumothorax The wound was dean and healed 
asepticallj the air in the chest was soon absorbed and for a 
tune there was some improveniait m the man s condition It 
was thought wise howeier to bimg him back to Chicago and 
we have had him in the hospital now for several weeks on my 
service and we 'ha\ e had several oI my colleagues m consulta 
tion on the case The * ray does not show definitely, a lung 
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where we ha\emade a palliatnegastro-enterostomj, aad where 
we ha^e found the patient ali^e and well >ears after, with a 
complete disappearance of the tumor, demonstrating that the 
diagnosis that was made e\cn after openmg the abdomen was 
erroneous 

Poslscrtpt — Microscopic examination of the segment remmed 
at operation showed that it was a peptic ulcer with no endence 
of mahgnancj The patient went on to a xerj satisfactorj re- 
cerverj and has rapidl> gamed weight and strength «mce the 
operation 
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inject about 1 dram q! ^ of 1 per cent apothesm In the inter- 
costal space between the eighth and ninth nbs in the axillary 
line I introduce the exploring needle This needle is of mod 
erate size, and as I Withdraw the piston I find that no fluid of 
any kind is drawn into the barrel of the syringe I can feel, 
bowev^, hy moving the needle v«y gently ttet it is in the 



free cavity and not m firm tissue Withdrawing this needle 
and employing one of larger cahber and now withdrawing the 
peton you see that 1 draw mto the barrel about a dram of 
yellow mucoid like pus That explains definitely that we are m 
a cavity containing pus Leaving the needle tn sttu, I now 
infiltrate the soft tissues for a distance of 3 or 4 mcbes m the 
eighth intercostal space with apothesici solution and incise the 
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abscess It shows, howe\tr, a little abo\'e the duphragm a 
shaded area wrhich is unhhe the connal lung and suggesti>'e of 
some induration of the lower part of the lower lobe (Fig 336) 
The general dmical picture is suggesti\e of lung abscess m 
the sense that he has an irregular temperature, shooting up as 
high as 1(4° F at times with cough and some expectoration. 



S36. Ueccss o( Ism; Dagnot iUiDtntisg roetitgcaognm of chest. 


though not m large amounts and notfamg else to account for 
these The sputum has been ezazmned and no tubercle 

bacffli hai-e been found, 

I cl.aTl operate on this case under local anesthesia and shall 
use apothesm, which I have been using with great satisfaction 
now for months I shall use this also m the mmor pro- 
cedure of explormg the chest for abscess with the needle I 
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svve \s. passed througji these safety pms so as to hold them m 
position and a copious gauze dressing is applied externally 
(Fig 333 insert') 

after HISTORY OF CASE 

The after history of this case b proving to be very mter 
csting The teraperature at once diminished and finally be 
came normal The man improved very mudi in weight and 
strength vn three weeks gauttog 15 pounds The discharge 
from the abscess was quite copious and continued of the same 
mucoid pus character There was a marked dununition m the 
expectoration and the cough finally ceased almost entirely 

About (our weeks after the operation I had the patient 
come back to the hospital and I injected some bismuth paste 
a small amount o( it through the tube with two objects in view 
one to take an # ray picture of the exact extent of the cavity 
The second object was that it was possible that the bismuth 
paste would assist in curing him Svhen i injected about a 
dram of the bismuth paste the patient began to cough rather 
violently and 1 disc-onUnued it 1 sent bun down to the x raj 
room and obtamed an x ra} picture I found the picture show 
mg that the paste was hunted to the small tract of the tube and 
then passed directl) mto a bronchus and the paste could be 
seen thickly filling the two or three small bronchi just behind 
the tube The injection of the paste proved to be very dis 
tressuig m that it was followed by severe coughing which per 
sisted for four or five hours and by a cessation of the discharge 
for twenty four hours and then a very sharp increase m the 
amount ol discharge and with a nse m the temperature These 
acute sjTnptom^ however disappeared in four or five daj's and 
the patient is now on the toad to recoverv m the sense that he 
IS increasmg in weight and strength His cough has disap 
peared but mucus hke disdmge continues m rather large 
amounts requiring changmg the dressings two or three tunes a 
day There is here a (aixly ihtect conanumcation between the 
abscess cavity which is now reduced to a mere fistulous tract 
and the bronchus 



924 


ARTStra DEAN' BEVAM 


tissues freely for a distance of about 2 inches on each side ct 
the needle (Fig. 337). I then take this electric cauteij', which 
is an admirable instrument, and bum a good-sized canal, about 
as big as my little finger, around the needle and into the ab- 
scess (Fig. 338). The fluid that comes out is rather a mucoid 
pus, and not in ^cr 3 • large amounts. 



Fi$ SSS — Cantr located raploncs needle VTItli tlie needle ts a £tude a 

suitable tract for drainage is establislied I9 tneaiis of tbe electric cautery 
Dmnage-tubes in position, andsond by afeQ-.puis and adhesive plaster stnps. 


I now introduce two drainage-tubes or, rather, two TCo 14 
Enerlish size soft-rubber catheters, which I ha\e vasehned, 
gentfy through this tanal into the abscess cavity, using no force 
whateter. Thej nm in for a distance of about inches, and 
a good safety-pin is put in each one of these rubber catheters 
so as to pres'cnt its slipping dther in or out. A strip of adbe- 
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or intratracheal ether anesthesia I have discussed this sub 
ject -with several of my colleagues who have been interested in 
the subject of pressure cabinets and intratracheal anesthesia 
and I am convinced from my own operative experience that in 
all but a very small group of cases one can obtain more satis 
factory results with local anesthesia than m any other way 
If the technic is good, there is little or no pain experienced b> 
the pabent 

I am fortunate in being able to present to you this mommg 
another lung abscess case which has especially interesting feat 
ures It IS not now an operative case, but I am presenting it 
to you because I want to give you the benefit 0 ! the instruction 
which we ourselves have been able to obtain from a study of 
this patient 

This woman is thirty five years of age, the mother of six 
children The woman had always had excellent health unbl 
about three months ago, when she was suddenly seized with 
acute abdominal pam A very good surgeon was called, who 
made a diagnose of appendiabs Tl^ surgeon however, was 
not called until several days after the onset of the symptoms 
He advised immediate operation and this was done On open 
iBg the pentoneal cavity a ruptured, gangrenous appendix was 
found with a large accumulabon of pus The gangrene had 
ertended to the wall of the cecum The pabent was m ex 
tremely bad condibon The pus was mopped out It was im 
possible to suture the fnable gangrenous cecal wall Drainage 
tubes and gauze packings were mtioduced and the patient 
made an immediate recovery from threatened death from general 
pentombs 

There was left however, a large fecal fistula m the cecum 
She unproved for a number of days The temperatiue, how 
ever, never returned to normal and at the end of three or four 
weeks when I saw her she had a very large fecal fistula out of 
which poured almost all of the fecal contents, although she 
occasionally had a bowel movement through the tectum She 
had a persistent temperature varying from 101® to 103® F 
and was ^e^y weak It was evident that if the condibon 
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The further management of the case is at this time difficult 
to determine 1 think the best plan will be to make no further 
attempt at dosing the ca\nty with bismuth paste but sunpl) 
to secure free drainage and attempt to buQd up the genera! 
health of the patient and probably be satisfied for a great 
many months or e\en years with his weanng a tube and mam 
taming good drainage 

We ha\e had quite an experience with these abscesses of 
the lungs and many of them are best handled b> frankly sc 
cepUng the posibon that we must dram them indefinitely 
Certainly in half of the cases of lung abscess \ihich we ha« 
operated upon the patients ha^•e been m better condition with 
permanent external drainage than where an attempt was made 
either with paste or by operati\e procedure directly applied to 
the lung to cure the external fistula I would like to emphasize 
this fact because naturally the surgeon desires to get nd of 
the permanent fistula in a case of this kind and yet frequestl} 
it certainly is an unwise th»»g to do for the best mterests of the 
patient 1 have a number of patients who are perfectly com 
fortable with external drainage from a lung abscess with a shght 
amount of discharge and who have been in this condition for 
years On the other hand where I have made an attempt to 
cure the case by direct operative mtcrference such as the re- 
section of a number of ribs and allowing the chest wall to col 
lapse with the hope that this will obkleiate the lung cavity 
or where I have used bismuth I have unfortunately m manv 
cases done more harm than good To be sure we have a large 
senes of cases m which the results have been most satisfactory 
where we have dramed the lung abscess and have had a com 
plete and perfect cure without the necessity of persistent ex 
tonal drainage 

I would like in connection with it'xj case to say a word m 
regard to the anesthetic to be employed We have been able 
to so perfect our technic of local anesthesia that m almost all 
of these thorax operations for lung abscess it has become the 
anesthetic of choice very much safer and very much better 
than a general anesthetic or even any pressure cabinet scheme 
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that there was no empyema I could not, however, make out 
the presence of any pus in the subphremc space, which I thought 
was the probable chmcal diagnosis I also at that tune ex 
plored the pelvis very carefully bimanually, as one of the at 
tendmg mescal men thought the persistent temperature was 
due to a pelvic abscess, hut none was found I then came to the 
conclusion that she probably had a septic thrombus in the 
portal vein or m the radicals of the portal vein, or else she had 
a small subphremc abscess or a small lung abscess which I 



Fig 340 — Diagram o( roeDlgenogram 


could not find with a needle It is clearly our duty not to make 
a radical operation in these obscure cases unless we can locate 
pus definitely at some pomt I followed this rule, which I 
regard as a wise one, m this case 

I treated the fecal fistula with soft bismuth paste, which 
we used twice a day, and gradually the soft tissues contracted 
at this point and the fecal contents were passed more and more 
through the rectum and less and less by the fecal fistula until 
we succeeded practically in preventmg with the bismuth paste, 

VOl. »— S9 
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persisted for any great length of time it would be fatal (Fig 
339) 

I examined the case with the attending surgeon with ex- 
treme care. We could find no exddence of an abscess in the 
abdominal ca^-itj' or in the pch*is There was, howe^er, some 
dulness oier the right lower lobe. The ar-raj picture 'howed 
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no Cadence of empjema, but an indefinite shadow o%er the 
dome of the diaphragm on the nght side (Fig 340) She com- 
plained of no pam and no tenderness, so I made a diagnosis of 
probable subphrenic abscess or abscess in the lung After she 
was transferred to mj semce I \ery carefully explored the 
ri^t side of the chest with an eqilonng needle, but could not 
locate any pus I could deteimme I think bejond question, 



ABSCESS or Lr^G— SEQTJEL TO TONSn.lE;ClOMV 931 


to a dozen of these cases occurring mthin a period of two or 
three years m the surgical service of the Presbyterian Hospital 
The exact route of mfecbon that occurs in these cases is 
not easy to estabhsh m every case There are certainly tt\o 
possibihties one that the infection occurs as a direct aspiration 
pus and blood from the tonsil at operation being inspired into 
the trachea and bronchi and finding its viay into the lung and 
there becoming a focus lor lung abscess I am inclined to 
believe that this is not the usual sequence of the abscess and 
that most of these lung abscesses following tonsillectomy are 
hematogenous that the infection occurs at the site of opera 
tion and obtains access to a vein and is earned as a small 
infected embolus to the heart and is admitted through the pul 
monary artery into the lung As an argument in favor of this 
route I would hke to subnut the fact that m addition to ab 
scesses in the lung following tonsillectomy we have had several 
cases of brain abscess develop some of these without any pre 
vious lung abscess occurring 10 the cases and others where the 
hutory was that of tonsillectomy then a lung abscess and fol 
lowing the lung abscess the deielopment of an abscess m the 
brain- Many of these cases are fatal They ate all serious 
They should be bandied m the way which I ha\e just handled 
this first operative case this monting by determining with the 
X ray and explormg needle the location of the abscess and se 
curing dramage by operation with the electnc cautery under 
local anesthesia From our erpenence with these cases I want 
to decry the employment of a general anesthetic and empha 
size again the importance of continuous drainage of the lung 
abscess for a long period of tune 
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almost all escape of feces from the fistula I ga\e instructoas 
to ha\e the patient take aD the nounshment possible and to 
ha\-e her put in a ■wheel chair e\ery day and taken on the roof 
and kept in the fresh air 

I re-examined her frcan time to tune to see if we could de 
tect the presence of an} definite tangible focus of suppuration 
The womans general condition remamed about the same for 
'e%eral weeks and then «he de\ eloped a rather se% ere pwsistent 
cough This was followed by \er> free purulent expectoration 
m \er} large amounts and an immediate diminution in the 
temperature \\Tthin a week the temperature came down to 
normal and the patient is making a \er> satisfactory recover) 
There can be no doubt but that in this case the woman coughed 
up pus from a small subphremc abscess which we have been 
unable to detect or from a lung abscess I am rather mclmed 
to think It was a lung abscess and not a subphremc abscess 
because there was never a foul-smelling or fecal odor although 
that fact of itself would not warrant our making an absolute 
differentiation. 

In connection with these two cases I nught discuss with 
jou bnefly the lung abscesses that we have bad on our 
service in the last three years which have foUowed what is 
regarded usually as the <afe and simple operation of toesfl 
lectom) e hav e had certain]) ten to a dozen lung and brain 
abscesses following tonsillectomy I think that this should be 
more generally known TonsiDcctom) is by no means a safe 
operation It cames with it very considerable amount of nsk 
and the greatest nsk is that of subsequent lung or bram ab- 
scess I have been astonished in discussing this subject with 
a number of throat specialists to have them tell me that they 
have never had this acadent occur m their work and that they 
bad cot seen any of these cases Naturally cases of this kmd 
would drift into a large znetrqpohtan hospital as man) of them 
are ob'cure and they would find their •wa> mto an institution 
where they could obtain the servKxs of a consultant and the 
advantage of obtaining expert xiay mvesUgation etc I sup- 
pe*e that that fact wfll account for our bemg able to report ten 
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A CLINICAL LECTURE ON THE ACUTE ABDOMEN 

Summorj Acute te&iQQi ot Oie tplcen o{ lonioa o( tKe omentum 

ftcute suppuntive epiptoius, ocdusion of tbe mrsectene vessels, scute uifec 
tions of the mesentene lymph nodes. Meckel t diverticulitis Intestinal 
obstruction Si^oid diverticuLtis InfectioDS of tbe cecum and appendix 
Pentomtis Acute afiections of the genitounnaiy tract. Eitra'abdonunal 
causes of acute symptoms Exploration of patient presented at beginning of 
lecture— discovery of appendiceat abscess in an unusual location. (The 
patient was a man of fifty never lU until two weeks pnor to admissiOB to the 
hospital fie had been suddenly seired with pau m tbe ngbt side of the ab- 
domen and around tbe umbilicus on account of bis high temperature rapid 
breathing and upper abdoouaal ngidity a diagnosis of tbonric disease with 
reflex abdominal symptoms had been made by another surgeon ) 


We have finished our discussion* o£ the acute lesions of three 
of the upper abdominal viscera, viz (1) h\er and bile tract 
(2) stomach and duodenum, and (3) pancreas We will now 
consider the acute lesions of the remamder of the abdominal 
viscera and any other conditions such as tabes, vascular enses, 
spinal lesions, hystena etc , which may give nse to acute symp 
toms sunulatmg those of the abdominal viscera The first 
structure whose acute lesions we will consider is the spleen 

(а) Acule pertsplemlts occurs so rarely as a primary condi 
tion that a separate consideration may be omitted 

(б) Abscess oj the Spleen — ^This is a comparati\ely rare af 
fection With the exception o£ abscess occurrmg durmg ty- 
phoid and as a metastasis m pjonia, nearly every non trau 
matic abscess of the spleen i$ secondary to some suppurative 


‘ The first part of this claucal lectnw upon the acute abdomea was publahed 
m the SuiOKAt CtflrtCS August 1918 towjuefa the reader is referred for mfot- 
maUOT m regaid W tbe dassficalxm uf acute abdom nal affecUons used by the 
author ^ 
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those o( acute strangulation ol an> intra abdominal vi^cus dif 
fenng onl> in one respect w localized ngulit> and a tender 
mass if a hernia is pre-^ent The signs o£ ileus are less marhed 



than in a strangulated hernia ivhile on the other hand the 
clinical picture of the acute abdranen de\elops more rapidly 
than in the case of appendiam lor nhich torsion of the omen- 
tum has been most frequenth mistaken To recapitulate if a 
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process in the course of the portal \em The most proimoent 
sjmptoms are pain ngidit), and tenderness m the left upper 
quadrant of the abdomen accompanied by fever Careful ci 
aminihon and a good duucal fustor} wjJI usually enable one 
to find the seat of the primary infection 

(e) Torsion of a J/<raWe Spleen —This condition is also rare 
but occurs often enough to be thought of in the differential 
diagnosis of acute lesions of the upper abdomen The S}‘jnp- 
toms arc quite similar to those of the tmstmg of the pedicle 
of other structures such as the kidney , ovaiun cysts peduncu 
lated utenne fibroids, etc — vu , severe pain, ngidity and ten 
demess localized m the case of the spleen in the left upper quad 
rant, v omiting, more or less sboch 

If the spleen is eitrerocly movable as la a recent case re- 
ported bj Saliba,* where it wis found in the true pelvis, the 
slnctly local signs, such as pain tendemes and ngvdity «e 
found lower down. 

Let us next consider the acute affections of the omentuio 
and mesentery , including the vessels of the latter These include 
the following 

(а) Torsion of the omentum 

(б) Acute suppurative epiploiUs 

(c) Occlusion of the mesentenc v essels (thrombosis and eir 
holism) 

(d) Acute infections of the mesentenc lymph nodes 

(a) Torsion of the Omentum — This occurs m an acute and 
a subacute or recurrent fonn, and is due to a twisting of the 
entire omentum or only a part of It upon its long axis (Fig 34l) 
la the majonty of reported cases it is assoesated with a hernia, 
the omentum fonnmg a portion of the contents of an mgumal 
hernia which is uiedudble because of the adherent omentum 
From two to ten complete twists may be present and the tor 
Sion may be around one or two points As a result of the 
torsion circulatory changes, varying from extreme congestion to 
gangrene, may occur Clinically, there are two types The 
pnnapal symptoms are epute similar m both of these vu , 
>5urs Cys , aad OInt. 1918 27 73 
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those of acute strangulation of anj intra abdominal \ iscus dif 
fenng onlj in one respect mz localized rigiditj and a tender 
mass if a hernia is present The signs of ileus arc less marked 



tnculn omenlum i Ted cle or po il of con 
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process m the course of the portal \ein Tie most prominent 
sjTnptoms are pain ngiditx, and tenderness m the left upper 
quadrant of the abdomen, accompanied b> fe\er Careful ei 
anunation and a good riimral history will usuall> enable one 
to find the seat of the pnmar> infection 

(c) Torston ej a iJtraUe SpUen — ^Ths condition is also rare 
but occurs often enough to be thought of in the difierentnl 
diagnosis of acute lesions of the upper abdomen. Tie sj-mp- 
toms are quite similar to those of tie twistmg of the pedide 
of other structures, such as the kidne>, os-anan cj'Sts, pedunca 
lated uterine fibroids, etc. — \ tz., severe pain, ngiditv and ten 
demess localized m the of the «pleen m the left upper quad 
rant, vomiting, more or less shock. 

If the spleen is ertremel> movable, as in a recent case re- 
ported bj Saliba,’ where it was found in tie true pcIvB, the 
stnct]> local signs, such as pain tenderness, and nguLQ, 
found lower down. 

Let us next consider the acute afections of the omentun 
and xnesenter>, mdudmg thevessels of the latter These mdude 
the following 

(0) Torsion of the omentum 

(1) Acute supipuiatne epiploitis 

(e) Ocdusion of the mcsentenc vessels (thrombosis and cm 
boism) 

(d) Acute infections of the mesenteric Ivmph nodes 

(o) Torsten of Ike Omentum — ^This occurs m an acute and 
a subacute or recunent form, and is due to a twisting of the 
entire omentum or only a part of it upon its long ans (Fig 341) 
In the majonty of reported cases it is associated with a hernia, 
the omentum fonnmg a portion of the contents of an inguTTial 
which is irreducible because of the adherent omentum 
From two to ten complete twists ma> be present and the tor 
Sion maj be around one or two fixed points As a result of the 
torsion arculatoi^ changes varying tom extreme amgestion to 
gangrene, may occur Cluneal^, there are two tjpes The 
prmapal s>-mptoins are quite similar m both of these vtz , 

I ^ G 711 ., aod Ob^t., 1915 27 73 
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those of acute strangulation of an> intra alxlotninal mscus dif 
feruig onlj m one respect mz localized ngiditj and i tender 
mass if 1 hernia is present The signs of ileus arc less marked 
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hcrma is prestnt s\c fctl a tender mass txtcnding upward from 
the corresporuling inguinal or femoral region accompanied bj 
sudden «CTere pain \omiting and other “igns of an acute ab- 
dominal cn«is If no hernia is present the diagnosis t> far more 
difficult f>ecausc the tumor 103*^9 nia) not be felt and we haie 
onK the sjmptoms of acute strangulation of an intra alxlo® 
inal ^x«cus In the rtcurrint form the attacks ma} subside in 
a fc-w hours to a da\ or t«o the condition often being diaj 
no«ed as recurrent ajipendiatb it being almost rniposs b!e to 
make a diagnosis in the al><tnce of a palpable mass extending 
upward from an urcduable herma 

fi) Suppuratt e Lptphilis — llesscrt* has reccntl> reported 
two mlereslmg cases in xxhich acute alKlotmnal sxTnploms (pam 
fexer localized ngidU) and tenderness an I a mass) appeared 
after inguinal henuot imes \t the scconJarj operation inul 
tiple foci of infection (ab ccs«cs) were found m the OBientuffl 
and were no dciul t due to infected ligature material 1 bax'S 
onlj referred to th«<c ca«cs because thi* condition must be 
considered ui the diITtrtntial dugno$i9 of the acute abdominal 
sjTnptoms following anx operation m xxhich the omentum re- 
quired ligation 

(c) Occlusion of tie Mesentenc \ rrir/r — Since we cannot dif 
ferentiatc dinicall> as to whether the me^entenc arten has 
been obstructed by an embolus or the me'entenc xems occluded 
bj a process of thrombosis I agree x» ilh Eiacnberg and SchJink * 
who adxocatc the u<e of the tenn mesenteric xascular occlu 
Sion Arterial occlusion occurs m about 60 per cent and 
xenous thrombosis in 40 per cent of the cases The condi 
tion IS one which onlj occurs m adult life — t e from the age 
of twenty to that of $wt)~artenal closure occumng usually 
toward the latter age The jejimum and upper iJeum are most 
commonly mxolxed and the changes in cods of intestine whose 
blood-supplx has been interfered with xary as in a strangulated 
henna from mere xascular stasis to gangrene Henct the ap- 
pearance of the presenting coik xancs from dark red to black 
andObsc 1916 23 297 
>Ibd m$ 27 U 
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(Fig 342) Clinicall\ it is acO <liflicult to nnkc a diagnosis 
other than that of some acute abdominal condition calling for 
surgical interference hence one K not surprised to find that 
m onl} 4 of the 366 cases collected b> Trotter a\as a diagnosis 
made before operation The condition is mostlj diagnosed as 
ileus, angina sclerotica alMlominis, or a sea ere enterocolitis The 
sjmptoms greatlj resemble those of the diseases mentioned. 



Fig S42 — KUscntcnc vascular occlusion hole tcddiiJi black diiColoratioa 
of s number of coils of jejunum and ileum in a case embolism of the superior 
mesenteric artery 


v\x (a) pain either recurrent ot continuous of a diffuse and 
Se%ere character usuallj localized in the epigastric or umbibcal 
regions (b) more or less diffuse tenderness (c) abdominal dm 
tention and (d) diarrhea The stools are thin, offensive, and 
often bloodj In some cases the diarrhea is absent and the 
vomiting abdominal distention and inability to secure a bowel 
mov ement or the passage of flatus lead to a diagnosis of ileus 
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The generalized s\Tnptoin» of the mtestmal toxemia ('ub- 
nonnal temperature rapid soft puL^ nanosis etc) appear 
quite earh and the entire cour<« of the disease is a mo-t rapid 
one toward a fatal outcome in the majont\ of cases The oal\ 
hope of surgical relief is in an earh diagnosis hence we must 
ah\a^■s keep this condition in nund m e%er\ ca-^ prc^ntmg the 
severe acute intestinal •^Tnptoms just mentioned m patienL 
abo^e the age of fortx and e<peaaUj if the stools contain much 
blood and the clmical picture develops more rapidK than in 
the ordinar\ case of intestinal obstruction 

(d) \<ul( Jnfeetions oj the Itesentertc L\mph nodes — I ha\e 
seen a number of ca es in which the acute enlargement of the^e 
hmph nodes ga%e n.e to SMnptoms resembling those of ap- 
peniatis or ei cn of intestinal perforation In a case seen in 
consultation on account of a suspected tvphoid perforation «e 
found an acute suppuration of the hmph nodes at the root of 
the mesentery and quite recenth I haie operated a child with 
clinica! symptoms of an acute abdominal cn.t nhicb we thought 
to be either an appendicitis or pcK ibh an inlu. ueception but 
found onh an intense acute swelling of all of the mesenteric 
hmph nodes ffonell reports a case of acute hmphalic leuke- 
mia mth predominance of the enlargement of the thoraoc and 
abdominal hanph nodes with \ en little enlargement of the super 
ncial nodes The clmical picture resembled that of appendiatis 
Acute Affections of the Small Ictestme — The acute condi 
tions w hich I will place under this heading are j Inflammaton 
change^ in Meckel s diierticulum b inte-linal obstruction 
iileiis ol ^3^ous kind, f enterocolitis d lead cohe and ie) 
reflex ileu_ To include all forms ot mte-tinal obstruction 
would at tir-t glance seem rather arbitral^ but met the cimial 
picture of an acute obstruction of the brge mle-tine o greath 
resembles that of the same ccmdition in the mall mte-tine it 
would seem to be ju.tifiabJe for diagno-tic purposes t include 
all forms of intestinal obstruction I imph mention entero- 
cohtis and lead-cohc for the sake of thoroughnes since both 
conditions mu-t be borne in mmd m the diagnosis of an acute 
‘ PrzctitK'ocr DeceznLer 191* 
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abdominal condition Detuled consideration of these will be 
omitted here owing to the fact that thej should be so well 
known to eser^one as to render a dcscnption of their prinapal 
features superfluous Bj reflex ileus’ is meant a piriljtic con 
dition of the small intestine which at limes accompanies the 



Jig 313 —Meckel s d icrticulum Hiih Urge mcsentenotuiQ The umbilira 
(omphalomebenienc) e«.»els run along (be free edge of the meseoteriolum and 
empty into the n csenteric artery m I \e n re pectively (Roslrom) 

passage of a ureteral calculus operations upon or injuries to 
the kidne> and this condition will be referred to later m the 
section upon the kidnc> 

(o') Ictile Meckel s Dj-ct/km/i/m — Up to a recent penod 

when the term diverticulitis was uscfl one usuallj understood 
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that the reference was to an inflammation of the <Ij\erticulun 
or projection an ing from the lower flciun which wa» £rt 
cfe«cnl>cd b) ^fecfwel 4t the present tune howe\cr iti:jEeCfe 
sar% to 'peah Meckels di\ crticuliti> when we refer to tht. 
structure to tlislinjuish it from pathologic changes with result 
ant clinical pictures taking place in the duerticula of the large 
intestine to which attention \nll be directed m the next section 



In the human embiwo there is a direct connection between 
the umbilicus and the lower ileum through the medium of a 
fin^rlike projection of the gut Fig o4d which i called 
Meckel s diACrticulum and has its own mesenten From the 
suT'ucal standpoint this remnant of an erabijonic structure 
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interests us (a) because the tlucrticulum is subject to the same 
changes as the result of infection of Us walls as the aerniiform 
appendLx namelj, acute influnmition up to the stage of gan 
gienc (Fig 545), watb oi without perforation and ivsuUing 
localized or general peritonitis, (ft) because various forms of 
mtestinal obstruction can result if the Icmimal ligament (rep 
resenting the atrophic distal portion) is attached to the umbilicus 



(gaineTit 'Ah rh caused slismeuUl on ot tbe gut proximal to n9ame i rt \ert culum 
The ongiD of such a band can be read 1> understood |y referring to Tigs 346 
and 347 

or to the mesentery of the gut from which the diverticulum' 
anses (Fig 346) I will refer to this tause of intestinal ob 
stniction later and desire at this tune to call >our attention to 
the clinical picture due to uiflammator) changes alone 

In some of the cases there is a prevaous history of pam 

‘Seeaulhor article on Ileus Due to Meclds Di\criiculuBi Ann Sure 1909 
50 1278 ’ 



940 


D4^^EL X. EISEXDRATH 


that the reference t\as to an inflammation of the di%ertiajlu3 
or projection ari«in!; from the lower ileiim, which was firt 
described b) Meckel At thepre^nt time, ho\\cicr,it is neces- 
«ar^ to specify Meckel's dherticulitis when we refer to tht 
structure to di5tmfrub.h it from pathologic changes with result- 
ant clinical pictures taking place m the di\erticula of the Luge 
intestine, to which attention xnll be directed in Iheneit <ectioii. 



JH— frequent fora of Slecktl « dixrrticuluia with tbfons cord itenniM 
LgsQCXt) irhjch itsiiaSx contauu iheompbaioiDrxeiiicnc (W ilms ) 

Tn the human embno there b a direct connection between 
the umbilicus and the lower ikum through the medium of a 
fins'crlike projection of the gut (Fig ,J43l which is called 
ileckel's di\erticuluin, and has its owm mesentei> From the 
sqirpcai' this remnant of an ezabi^cwc stsueSure 
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interests us (i) beciusc the <li\trtitulum is subject lo the Mme 
changes as the result of mficlion of its \\ ills as the Ntrniifonti 
appends namch acute mflimmation up t<> the stage of pan 
grene (fig 34a) a\ith or aailhout pcrforilnn and resulting 
localized or general pcntomlis f^) bccau t \ irious forms of 
intestinal obstruction can result if the icnmn il ligament (rep 
resenting the atrophic d^lal jHirtion) is attaclu 1 1 the umbilicus 



renous tirckrl » «J ictl culum taulhor $ ca e) D Three [ cr 
L term nal J j^mrot by vhich ihed \crl culum was attached 


w to the mesenter) of the gut frwn uhich the dnerticulum* 
arises (Fig 346) I will refer to this cause of intestinal ob 
struttion later and desire at this tune to call >our attention to 
the chnical picture due to inflammatory changes alone 

In some of the cases there is a preaaous history of pam 
50 culum Ajid Surs 1009 
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located nearer to the umbibcus than is the ca«e m recurrent 
appendiatis In the majontj of cases there is no histon of 
such an attack, the onset being sudden and the sjmptoms m 
distinguishable from those in acute fulminant appendiatis Occa 
sionall} , as m mj oira case (see Fig 356), the pam, tendemes 
and ngidit) are nearer to the umbilicus Mj chief reason in 
bnngmg this condition to jour notice is to look for it m ca'e 
the Msible changes in the acute appendix as seen at operation 
do not correspond to the se\ entv of the clinical picture 



the d ^erflCu'uIn an»« 'author s ta«e) 

(6) Inteslinal Obstruction illms) — It is impossible in a gen 
eral lecture like this one to discuss in detail the \anous forms 
of ileus , Ileus is usuall) dn-tded into two pnnapal forms (o) 
d>’namic, (6) mechamcal 

(a) DjTiaimc or paraij tic ileus is the result of a paresis or 
in some cases of a complete paralysis of the contractile power 
of the gut wall It occurs m pentomtis as the result of the 
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toxins acting upon the musculature of the intestinal nail, and 
here is called septic ileus Again, it is found as a postoperative 
condition when no sepsis is present, but is then due to trauma 
to the gut wall through prolonged exposure, rough mampulation, 
etc This IS the true form of paralytic ileus, due, no doubt, to 
some temporary insult to the nerve supply of the gut A third 
form IS seen \vben much blood or bile or unne is present m the 
peritoneal caiaty We also see a form of reflex paralj'tic ileus 
after operations upon or injunes to the kidney or ureter, after 
the passage of ureteral calcuh, torsion of an oxanan cyst, or 
pedunculated uterine fibroid Finally, a true paralytic ileus 
occurs after injuries of the dorsal portion of the spmal cord 

(J) hlechanical ileus can be divided into tv, o classes — obtura 
tion and strangulation A glance at Fig 347, 1-6 will serve to 
recall the pnnapal subdivisions of these two classes I will 
simplj enumerate them here Obturation ileus (a) congemtal 
strictures, (b) obstruction of lumen by fecal matter, enteroliths 
gall-stones and other foreign bodies (c) obstruction of lumen 
by tumors (Fig 347 3) from without or of gut wall itself (d) 
obstruction by adhesions (Fig 347 6) or bands (Fig 347, 5), 
(e) obstruction by strictures (Fig 347, 4) 

Strangulation ileus (a) through apertures (Fig 347, 2) (i) 
mternal hernia? (c) by and of Meckel s diverticulum (d) vol 
vulus (e) intussusception 

The three symptoms common to all forms of ileus are (a) 
inability to pass flatus or feces (ft) votmtmg at first mucus, then 
bile later a broxiiush sour fetid material wrongly called fecal 
(c) gradually increasing abdramnal distention The exception is 
intussusception, here the vomiting and abdominal distention are 
not at all prominent features, and m some cases there are fifteen 
to twenty stools a day usuaDy consisling of blood and mucus 
Smee this form of obstruction occurs duefly m children one 
must keep such a possibility m mmd whenever abdominal pajn 
accompamed by symptoms of shock or collapse appear sud 
denly m a child Rectal and abdominal examination for a pos 
sible tumor must be made at mtervab of a few hours Ina 
bihty to secure a satisfactory bowel movement and the passage 
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of flalvjs in suspected cases (c\en if the abdomen \s not dis- 
tended and there is a historj of passage of frequent small stools) 
should lead to a search for this form 

In the other laneties of ileus jou must ah\a>-s suspect the 
existence of an obstruction to the fecal current or to the circula 
tion of the gut w all nhen the three cardinal sj-mptoms, \ omiting 
obstipation, and abdominal distention, stcarlilj increase in se\ er 
It} if one can exclude the influence of morphm Search for a 
possible cause includes the histor) of a prenous operation, e\ 
Btence of an external hernia hislor> of gall-stone attacks, etc 
It IS impossible to differentiate an intestinal obstruction from a 
case of ad\ anced pentomtis because the sjanptoms arc identical, 
the ngidit} usuall} present in an carl> pcritomtis having disap- 
peared so that the abdomen is now as soft as it would be in an 
obstruction case In the earl) hours, howeaer there is much 
more rigiditj m a case of spreading peritoneal infection and ab 
dominal distention and \omiling are far less marked features 
than m a case of ileus of similar duration 

large Intestine (Except Cecum and Appendix) — The acute 
affections of this structure include («i) sigmoid diverticulitis 
(6) \ olvulus and other forms of ileus (c) inflamed rectal di\ erticu 
lum Id) enterocolitis Since inflammation of the di\ erticula of 
the rectum cannot be distinguished clinical!} from those of the 
sigmoid these conditions will be considered together The 
b}mptoms of the vanous forms of ileus of the large mtestme are 
indistinguishable from those of the small intestine hence the 
description given m the previous section applies to the large m 
testmeaswell Enterocolitis requires no special mention as its 
sjTnptoms are so well known Let us now consider the principal 
conditions of the large intestine which can give rise to acute 
abdominal sj-mptoms viz 

Sigmoid Di crticuUlis — This is a condition in which multiple 

lifc, 347 — Ileus Diagrammatic representation of su different forms J 
\oh-ulus of the sigmoid 2 ileocolic mtiis^iisception 3 slnclure of mtestme due to 
eTtrmsic cause Wnmos) 4 stneture of unesuite due to mtnnsic cause (sjph Iis 
C1W.C/OTS1 Cu-W.-iVanW 5 ‘WM®daSj<oat«.»Voi,a 6 o> straclion due to adhe- 
sions nth resulting linking pf adjacent cnls 
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tne changes around the cli\crtiajlum t\hich results m marked 
thickemng of the gut w all so that in recurrent ca^cs there la much 
resemblance to a neoplasm In fact in 3! of 42 cases recently 
reported b> J Ma) o' malignant rli^casc cocvistcd Such a 
pendn erticuhtis leads to thickemng and stenosis of the bo'v\el, 
and IS often the cause of the recurrent acute samptoms Recentlj * 



' Jour Amer Med Sssoc 1917 fi9 78J 

» The most mportant recent contr butions to this subject are those of J 
Mayo (Jour Amer Med Assoc 1917 69 781j 11 \\ M TeUmg (Brit Jour 

Surg 1916 4 46b) Miller (Monosraph on » Ray Diagnosis of 

Alimeatirv Tract 1917) 
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di\erticula or pouches form usually m t\ro row? fFig ^S) oa 
the con\ctlt^ of the gut Tht\ are herrual protrusions of all 
of the coats of the gut (true dncrticuU) or more frequenth on]\ 
of the mucosa and <crous la\er« The orifices of communication 
with the lumen of the gut are quite «mall and this faiors ac 



A B 


Fis — Distrocua ol I Tte fat hxs l«D di--«ted fram the 

oottr a-pect cf the bo»eL Tte pooebe* open f<?r the mo-t part icto the appen 
(Lees e^plcr ce One of the «acs i laid oiitii at ti B Ina pr surface of the boeel 
from the same «peamcn I coDcreuun is s c *o at S p e^nting at the onhee of one 
of the dj erticiu \t r the ) pped on-ce u well -een From driwms kiodli 
loared bj tt II MaiweJ Teilinr «» I-««da En-dand 

cumulation of fecal material, etc in the pouches The pathologic 
chan^'es subsequent to such retention are quite similar to those m 
an inflamed appendn ^•lz acute inflammation up to gangrene 
perforation into the free peritoneal ca\at^ and ab«ce«s formation 
\«tnkjn‘’ difference, however isthegreatertendenc% toprolifera 
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frequently there is a historj of recurrent attacks The pain is 
seldom acconipamed by \omiting 

(J) Tenderness and ngidit> These are extremely frequent 
and confined to the left lower quadrant 

(c) Tumor This has been noted in ^0 per cent of the cases 
according to Telling l>ing just abo\e and parallel to Poupart s 
(left) ligament in a sausage like manner It may appear and 
disappear and such a recurrent tumor is an especially diag 
nostic feature 

(d) Abscess formation This occurred in 28 8 per cent of the 
cases collected by Telling and must be suspected if there is fei er 
and leukocytosis At times rectal examination may reveal a 
bulging and penrectal abscesses having a sigmoid diverticuhtis 
as theix source may originate from this condition We must 
always think of a possible diverticuhtis and peridiverticulitis as 
the cause of acute left sided abdominal symptoms in obese mid 
die aged patients In the Mayo senes of 42 cases only one or 
two diverticula were as a rule responsible for the condition The 
history of recurrent pam in the left lower quadrant with or with 
out symptoms of obstruction is espeaalJy characteristic of these 
ases 

Cecum and Appendix — Under this heading I have mcludcd 
not only appendicitis but pruoary non mahgnant inflammation 
of the cecum carcinoma of the appendix or cecum with acute 
sj-mptoms and also acute mfection of the ileocecal lymph nodes 
In regard to the first named condition to which the old term 
typhhtis stillclings Isunplymentionit because onefinds cases 
from time to time where the clmical picture has been that of an 
acute appendicitis but the appendix itself shows relatively few 
macroscopic changes while on the other hand the cecum sho vs 
all the evidences of an intense inflamnutor^ reaction These 
cases are extremely rare and cannot of course be differentiated 
before operation Irom the oidinarj acute appendiatis hly 
reason for including carcuunna of the appendux or cecum in a 
lecture on acute abdominal affections is that both conditions 
probably as a result of a seoindary infection -with pyogenic 
orgamsms at tunes masquerade under the chmeal picture of 
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Although di\crrticu1a are found an^■where m the ahmentan 
canal from the (■«ophagLS to the anus, we arc chiefli interested m 
the present lecture with those of the large gut The^ occur here 
in the cecum and ma^ eten be confined to thu. region, le«s 
frequentK are thc^ encountered in the a cendinganci trans\er^ 
colon The% arc again le^s numcroLS m the descending colon 



until the sigmoid i» reached and here theA arc most numerous 
In the rectum tht^ rareh occur 

Climcalh we are chiefl> mtercsted in this lecture in the acute 
lIl^^ammator^ group which according to Telling constitutes the 
largest number of cases The pnnapal s\-mptoms are lul 
Pam referred m most cases to the left iliac fossa There maj be 
onl' a single aftinA ss la the aatte or gangreooiss but rnoro 
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SIS IS Seldom made before operabon unless the ghnds arc palpable 
as IS at tunes the case in children through the abdominal ^'aU 

Appendicitis — It is impossible in a clinical lecture in iihich e 
must consider all the acute abdominal conditions to discuss in 
detail a disease ^vhose pnnopal features are familiar to all of >ou 
The order of appearance of the symptoms in a typical case is as 
foDow-s 

(tt) Pam — This is cohd.y m character, often quite diffuse or 
localized around the umbiheus but mthm a few hours localized 
m the nght ihac region 

(6) Nauito. and Vemthng — ^This is reflcT m the carlj stages 
and il it persists one must always suspect the de\elopment of a 
peiilomtis 

(c) Local Signs — Careful palpation of the entire abdomen 

show a htUc marked ngidity and tenderness located in the 

tight lower quadrant, the maxunuzn intensity of which is conffned 
to a point imdway between the umbiheus and the anterior supe 
nor spine of the lUum If one watches a case and re^anunes it at 
intervals of a few hours and notes that the ngidity and tenderness 
have spread be> ond the right ihac region toward the median line 
and toward the left of it as well as in an upward direction the 
development of a pentomtis must alwaj's be suspected 

(d) Temperature — Always present and I can warmly recom 
mend taking the same per rectum is 1 have found at tunes in 
these acute abdominal cases a difference of two or three degrees 
between the rectal and mouth temperatures 

(e) Pulse —The pulse vanes m mlensity m proportion to the 
seventy of the infection and its spiead beyond the walls of the 
appendix Although it shows but little change in the earlj 
stages a rapid rise is characteristic of an incipient pentomtis 

(f) Blood Count —With the exception of cases of an extremel> 
fulminant character an mcrease m the number of white cells and a 
nse m the polynuclear count is alwajs present Hewitt m a 
recent article* after a careful mvestigation of a large number of 
cases finds that the high white blood count when assoaated 
with a rise m the percentage of polynucleais is of great value In 

'Ann Sirs, 1917 56 ISO 
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acute appendiatis, and one is qiute surprised at operation to 
find malignanty present On two occasions during tie last few 
j ears I tai e operated upon ca«es which apparently had the das 
sical sjinptoms of acute appendicitis, and was quite surprised 
when the pathologist reported the presence of a carcmonia of the 
appendix Quite recently 1 saw a case of a nature in 

consultation with a prominent internist An old gentleman of 
eighty four presented a mass in the right iliac region which 
seemed fixed, but was aery lender and was accompanied bj high 
temperature and white blood count Operation rei'caled the 
presence of an appendiceal abscess secondary to a gangrenoLS 
appendix the latter showing at its base a carononu which ex 
tended up into the wall of the cecum Vt c know , of course that 
the majonti of these camnomata of the appendix are relatii'elj 
benign are generally arcumsaibed and metastasis is rare, but 
It IS well enough to be ready for such surprises in cases presenting 
acute symptoms 

In regard to acute infections of the ileocecal lymph nodes I 
only wish to say that the group which is due to the ordmary pio- 
genic orgamsms presents SMoptoms which are indistinguishable 
from those of an acute appendix and it is only at operation that 
one notes the enormous enlargoneot of the ileocecal lymph nodes 
which <cenis out of all piopoitwa fo lie vatble laEaxnmston 
changes in the appendix There are howe%er cases of acute 
tuberculous enlargement of the ileocecal lymph nodes whose 
existence was not deemed possible until Gerard Marciant* re 
ported such a case m 1900 and «iimqjr cases were published by a 
number of French writers and also by inyself m 1909* In 


acute caseous changes in the same enable one to male a diagnosis 
of an acute tuberculous invasion Both the pyogemc and tuber 
culous acute enlargements of the ileocecal lymph nodes masquer 
ade under the clmicalpictureofanacute appendix andadiagno- 

> Butt et. Bern. Soc de clur de Eai Jaauan 24 190(1. 

«J<*r SW Assoc, IW A? '>91 
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toms of appendicitis in a nomallj located appendix let me call 
jour attention to the dilTicultj of diagnosis %\hen the appendix is 
attached to a non rotated cecum (Fig 352) and al«ci of the acute 
inflammatori sjmptoms which persist in the right upper quad 
rant uistead of the right lower quadrant Again let me recall 
those cases where the appendix points upward and outward 
along the outer or posterior surface of the ascen ling colon — 



Fig 352 — Local on of a subhfpat c append ccal abscess due to non rotation 

0 cecum \ppendLX po nt ng up ard toward I er (E sendrath s Surgical 
D airnoiis ) 

1 c the retrocecal appendix (Fig 3SI) Here the mflam 
matorj sj-mptoms are often most marked m the right ileo 
costal space instead of the right ilmc region and sunulate xerj 
closeh a pennephntic inflammation or an intrarenal infection 
\gam ^ e must remember the possibiluj of the appendix being 
attached to a cecum which is so moxaWe that il is either drawn 
oi cr to the median line (Fig 3S4) or e\cn as far as the left ihac 



952 


D VNTEL X. EISEM3RATH 


fulminating or moribund cases or where there b a ralled-oS 
abscess leukocjlosis is frequent!}' absent. 

(f ) Tumor . — ^In the earl)- stages, first thirij’-sii to foitj -e^t 
hours, when the rigidit}’ and tenderness are quite marked, it is 
impossible to palpate a tumor mass. It is onfy at a later period 



mcCT «<J^ of xstroiicg co5oa iitsci appcoiAX lo ®ubpbremc «race (Surpal 
a-=ics of C>LC2»o Octobf, 1917) 

^hen an encapsulated abscess i> present or the appendix is sur- 
rounded by adhesi\e omentum that one can palpate a tumor 
Hence, it is seldom necessaj}- to resort to this method of diag- 
nosis, i t , palpation of a tumor. 

H3\'ing gi' en J ou bnefl> some of the more prominent sjmp- 
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appendix lies in close relation to the ureter The hemorrhage 
occurs either from extension of the mflammation from the ap- 
pendix to the ureter or from adhesions The French writers have 
given this form of hematuria a spcaal name — appendtctle kema 
tunque 

In a previous lecture I have directed attention to the most im- 
portant compheabons of appendiatis, and only wish to refer here 



Fig 3S4 — Location of append c»l abscess in cast described in cluneal lecture 
The cecum bas been drawn over to tbe median bne and the appendix was adherent 
to the mesas gmoid the s gtnoid also being drawn over to the median line The 
walls of the abscess cavity indicated by shaded area) were thus farmed by the 
appendix mesosigmo d sigmoid and adjacent cods of ileum 

briefly to pentonitis You must always suspect the development 
of such a complication when the tenderness and muscular ngidity 
gradually extend over the entire abdomen and are accompanied 
by a noticeable increase m the degree of abdominal distention and 
vomiting When these local symptoms— diffuse ngidity and a 
tenderness and gradually increasing abdominal distention — are 
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{iys3 In children and not <o rarch in aduJta tie appendix 
points downTrartl and imran) toward the floor of the pehi- and 
in females inflammaljon of «odi a pel\ac appendix 'nniilates a 
^fptnjitis I iia\e afreach directed attention to the pos-ibilin 
of the combination of a peine appendiceal ab=ce«» in ■=iicb cases 
(Fij 354) and of inte<linal olKtniclion. And not mfreqnenlh 
after the removal of the appendix and the draimnp of the ac 


1 1 j, 1 — H ford of «■>• r-ictHNt •rfcicJi complicate tcote »p- 

pcsd.C3ii5 i bi m tTx.e T_ and col* of tKiainal3enri btfotoe 

«7^ TT»T .ated »-d 1^ in pL> In tie5eca.^tieaV5cc:jjal ■ii.teauon vcmitizu: a=d 
itahCifr topics /-«» oefiaras » iwrrfJo*edfc» iicier"o aJ cf tie appoiLiaDfl 
draim-T" of Ui* ibscrcc- '^t.nacaJ Cluucs ot Ch ca-o October I®1 


companding ab-ce* the -xinptoins of Ucu- per^Lt a« the result of 
theacglutinatioD and thekinlangof thecoiL of the terminal ikum 
surrounding the appendix Thi- peKic position of the appendix 
is of espeaal importance in children- as tenderaes u. often ab-eat 
at JIcBurne'' s point and onh pre^t over the pelvis Hence 
rectal examination «hould never be omitted in children 

Another feaH-ie of appmdiatis to which I wi^h to direct ai 
tentiODis thepossjbiJirv of the occurrence of hemaruna when the 
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acute inilamimtoT^ changes ind were grcatlj surpri'ied when 
four daj s after operation there were unmhtalvablc <;>7nptoms of 
a generalized peritonitis as well is of i pneumonn The patient 
died about one week after operation and the autopsj rc\ealed no 
cause for the peritonitis at the sent of operation The lungs 
showed 1 tjpical diffuse bronchopneumonia the left pleural 



caMlj pericardium and entire peritoneum showed a wide spread 
pneumococcus infection The peritonitis m this ease was on!> a 
portion of a most sis ere generdlized infection The cases m 
which the pneumocotcus pentomtis s>-mploms predominated m 
the clinical picture were not recognized as a distinct clinical cn 
tit> ‘ until a short time ago but it is important to bear this acute 
\ ir> valuable vonir bution to Die subject will be found in the art clc of 
rarkvrS5-ms tnnil of Sur^erj 1918 67 263 ftoci. which I have quoted freely 
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accompanied bj an inabibt} lo 'secure the passage of flatus or 
feces and perststent xorniting mtli a rapid lOCTcase la the pulse 
Tztt, y-ou must be prepared to find that the ic/ecbon b spreilaig 
to all portions of the peritoneal cantj la s-eij scphc cases the 
pul^ IS extiemel} rapid and the tejaperature and srhite blood 
count low, and even ngiditymay beahseoL Search for endences 
of free fluid or for absence of Iner dulness is a waste of x^luabk 
tune, as these ^Tnptoms arc so uncertain as to be of practically 
no diagnostic ^•aIue 

Before lea'ing the subject of sppendiatis let tne mention 
bneflj tjphoidal isflammatton of the appeadiC- In maoj cases 
the predominance of the sjTuptoins of t>phoidal infection of the 
appendix obscures the Laderlj-yig disease, and it is onlj when the 
surgeon finds that the temperntuTe is out of proportion in its 
height to the local sitcptoms and the Jeuhocj-totis is low that a 
tvphoidal appendiatis is suspected In the majont} ot cases 
that I have seen it was osI> the per<isteDtl> high temperature 
after the removal of the appendix that led to the suspiaon of a 
tjphoid and a hast} search for the Widal reaction. 

Pentomtis is alroj-s »ecendar> to some mfective focus W 
either m an extra abdominal structure or (&) to an mflammatoi} 
process in one of the mtra abdinninal VTSCeni In tie first group 
We mclude as its most unportaot member the pentomtis due to 
the pneumococcus In the second group are included cases of 
pentomos which dev clop as the result of a pinnaJ} infection e g , 
m the alunentarj or gemto-urmar} tracts or rareh b-s extension 
from the thoraac cavatj Pentomtis «eCondai5 to extension 
from an inflamed viscus has been described in connection with its 
occurrence in appcndiate, and an) further reference seems 
sigjeifluous. 

TtteurMcoccus PenUmtlis — This maj occur either as a local 
m^Tuf esta tion of a generalized thfeChonof the lungs pleura joints 
endo- and pencandium, etc., or, more frequentlj, ss the duel 
point of localiation of the pneumococcus i e , the onlj locus 
which ©vesnse to clmicalsj-raptoms IrecaUa^e^yJanportant 
rr^cf. to the former group which occurred m this hospital 

ftunngti^postwmAer WieT«saovedatiappead!Xwhijch.showed 
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I cannot leave the subject of peritonitis without refemng 
bnefly to two features which are of more than passmg interest 
There can no longer be any question that pentonitis ansmg from 
an appendiatis or from a diverticuhtis may at tunes be found 
without a visible perforation of the structure from which the 
pentomtis has unquestionably had its origin Noetzel * Hirschel * 



E g 3S6 ~C rcumKnbed area of dutoefs (shaded area) jn one of auUior » cases of 
encapsulated tuberculous per ton tis withapiMRDtl/ acute clmical course 

Sprengel * and myself* have reported a number of such cases of 
peritonitis without visible perforation of the appendix 

I desire also to call your attention to a similar condition which 
exists m relation to the gall bladder Buchanan* has recently 
collected 16 cases mcluding one of his own in which a bibary 
> Be tr z klm Ch r vol aivu 
• Ib d vol Ivj 

•Deutsebe Cbir vdlunie apou Appen6c tis p 2 7 
‘Amer Jour ofSuig Dwember 1908 
» Surg Gyn. and Obst 1*18 26 303 
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coudi tton in mind when « e examine a child with «e\ ere pentoneal 
s\inptoms The disease affects ecpeaalh children and girls 
oftener than b<i\s It max occur as fj) an esdusixeh local 
condition (6) as a «eqtiel of a similar infection eLewhere {lungs 
pleura ear etc ), or (c) as 3 part of general pentoneal <ep'is 
There are two forms — (a) the diffuse and (J) the encapsulated 
The onset la alwa\-s sudden with evidences of extreme (oxeima 
such as xomitmg dianhca cj-anosis, xer\ highfeier and white 
blood count One should alnav's be «uspiaou» of a pentorutis 
accompamed bx diarrhea There is a notable absence of local 
simptoms such as ngiditi and tenderness as compared to the 
pentomus complicating an appcndiatis The encapsulated fonn 
(Fig 355) fci far easier to recogiuze than the diffuse form, and fc 
amenable to operation which is contramdicated in the diffuse 
form 

There are two other forms of pentomlis which gixe rue to 
acute clinical pictures xir gooorrhealacd tuberculous (Fte 3'6) 
The former is x erv rare as a diffu^ process and must be thought 
of when the usual «igns of a generalized pentomtisaccompanx or 
<uperxene upon an acute pehac mfeePon in the female In 
regard to tuberculous pentorutis (he xien held bx man) surgeons 
that this condition uixanablx begins in a Mow insidious manner 
must be clianged There are a rapidh merta^wg number of 
cases m which the «igns of a tuberculous pentoniiis cither appear 
m an scute maimer foUoxnng an attack of appendialis orsalpin 
gitis or in a «ubacute one with contmued high fexcr great pros- 
tration and abdomina) (hstention great!) reserobliaga txphoid m 
Its course but being in reahtx a sexere tuberculous peritonitis 
with earJx caseation of the mesentenc Jxinph node' Ihaxeal 
readx referred to the acute mode of onset in one cases of a 
tuberculous appendiatis with extcnsixe inxasion ol the ileocecal 
IxTcph nodes and the same is true of a prunarx tuberculous tubal 
infection \\ e must constanth bear the^e pos ibtlities in mind 
in cases m which there are evidences of fret or encapsulated exu 
date (Fig 3'6l and the historv of a sudden onset with pain 
fexer, and the local signs of an acute abdominal crisis such as 
localized ngiditx and tenderness 



THE AOTTE ABDOMEN 


959 


I cannot lea\e the subject of peritonitis without refcmng 
briefly to two features which are of more than passing interest 
There can no longer be any question that peritonitis arising from 
an appendiatis or from a diverticuhtis may at tunes be found 
without a visible perforation of the structure from which the 
pentomtis has unquestionably had its ongin Noetzel * Hirschel * 



Fig 3S6— Cifcumscnbed of dulncss (sbaded area) in one of authors cases of 

encapsulated tuberculous pentonitis with appateotly acute cl meal course 

Sprengel * and in>-self* have reported a number of such cases of 
pentomtis without visible perforation of the appeadm 

I desire also to call 5 our attenbon to a similar condition which 
exists m relation to the gall bladder Buchanan® has recently 
collected 16 cases including one of his own m which a biliary 

‘Beitr z klin Cbr vol jlvu 
«Ibd vol 

» Deutsche Cbr volume upOD ^peod cius p 2’7 
•Arner Jour ofSuig December 1908 
• Surg Oyn- andObsi IMS 26 303 
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pentoniUs v,zs found at operation without toTiIc perforaiico of 
the gall bladder The bile undoubted^ throu^ lie 

gall bladder wall b) a process of filtration. 

Acute Affections of Genito>tjnnai7 Tract — those 
which I ha^ e mentioned m mj pretious lecture are 

(0) Acute infections of kidae^ pe im ephntic tissue and 
ureter 

( 6 ) Renal and ureteral calcub 

(c) Dietl s crises (kintmg of ureter in mcrt able iidnev ) 

(d) Stricture of the ureter with infection. 

(c) Tumors of the kidnej (with fc\Tr) 

(J) Acute inflamination of the intra abdominal portion of the 
\as defere ns 

(g) Tor'ion of tete 

\\ e will onl) be able to conside the met unportaat dmical 
Qinptoins of these affections Let me agam dir^ >'Oor *tten- 
taon. to the neasstt^ o( a Uunou^ biowledse of the pimopal 
diagnostic methods which the urologist of toda> emploj's m order 
to differentiate the >'anous dseases of the unnarv tnct in both 
«exe I refer particularly to urethroscopy (aafenof pes- 
tenor) cy’stoscopy, ureteral calhetenralion, ordinary of stereo- 
scopic X ^a^ esamination of the tinnar\ tract combmed or not 
(as the indindual case requires) with pj eJography and £naD) the 
use of X ray catheter By observing in this manner («) the ap- 
pearance of the mtenor of the urethra and bladder {b) bv obtain 
mg cultures and «peamens for ordinary miu o scupic and chemical 
examination of the unue from each kidnei (c) by a studv of the 
size and outline of the ureteral lumen and renal pelvjs with tho- 
rium and (<f) bi the interpretation of '‘hadows m relation to the 
X ray catheter we can mat e a diagnosis of which partinilar ksion 
of the urinary tract is present In other words I wish to nnprtss 
jxiu with the fact that the rltmral histoiy and our physical exam 
mation of the patient without the use of the abov-e more accurate 
methods will onh enable one to male a diagnosis in a relatnely 
ctnall proportion of cases 

Let us now discuss bneflv the chief liiagnostic features of tie 
an-tc affeaions I have mentioned 
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(a) Acute Injections — ^Thc organisms or their to\ins arc ear- 
ned to the kidnej , (a) through the blood cun’ent (hematogenous 
route — Fig 357), (b) through the Ijinph %es«els of the ureter 
{lymphogenous route), or (c) fmiHj b> i\a> of the urinary 
stream, i e , through the ureteral lumen from the bladder 



Either the pehas parenchyma or pennephntic tissue may be 
involved alone but more frequently there is an extension of the 
infection from one to the other Chnically v e may dn ide infec- 
tions of the upper urinary tract into (a) those unth locahzing 
sjmptoms such as pam tenderness, ngidity, enlargement of 
kidney, etc 
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pentoniiis found at opetation without visible perforaUoB of 
the gall bladder The bile nndoubtedly passes through the 
gall bladder wall b> a process of filtjaben 

Acute Affections of Geflito-unnaiy Tract — Among those 
which I ha\ e mentioned 10 m3 presnous lecture arc 

(a) Acute infections of kidney, pennephntic tissue and 
ureter 

(b) Renal and ureteral calcub 

(c) Dietl s crises (LinLiiig of ureter in nlo^ able kidne} ) 

(d) Strictures of the ureter, with infection 

(e) Tumors of the kidne) (with leier) 

(J) Acute inBammation of the intra abdominal portion of the 
\as deferens 

(i) Torsion of tester 

We will onl) be able to consider the most important dnucal 
^mptoms of these affections let me again direct your attes 
bon to the necessit) of a thorough knowledge of the pnnapsl 
diagnostic methods which the urologist of today employ's in order 
to differentiate the N-anous diseases of the unnarv tract in both 
sexes I refer poiticulaib to urethroscopy (antenor and pos 
tenor) cj-stoscop), ureteral otbetensalion ordinal} or stereo- 
scopic a ra} exanunabon of the uimai} tract combined or not 
(as the mdi\adual case requires) with p} elograph} , and finally the 
use of a catheter By obser\mg in this manner (0) the ap- 
pearance of the intenor of the urethra and bladder, (6) b} obtain 
mg cultures and speamens for onhnaiy microscopic And cheuual 
examination of the unne from each Lidne} (e) by a study of the 
size and outline of the ureteral lumen and renal pehns vnth tho- 
num and (d) by the interpretation of shadows m relabon to the 
X ray catheter w e can make a diagnosis of which particular lesion 
of the urinary tract is present la other words 1 wish to impress 
you with the fact that the cfamcal history and our physical exam 
mabon of the pabent without the use of the abo%e more accurate 
methods will only enable one to make a diagnosis in a relab%'el) 
gma11 proportion of cases 

Let us now discuss bnefly the chief diagnosUc features of the 
acute affections I h3\e mentioned 
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(<2) Acute Infections —The organisms or their toxins arc car 
ned to the kidnej («0 through the blcMKl current (hematogenous 
route — Fig 357 ), (i) through the l>aiiph a c«5cl» of the ureter 
(IjTiiphogenous route), or (c) fm»ll\ ha xxa> of the urinarj 
stream 1 e through the urctiril lumen from the bladder 



F'S 3>? — Posteiiot vw ' oi bod> sho TConlheWls detheposilioii cpfl^idney 
wd ureter as projeeWd on surface of bod} On the right side the shaded area mdi 
cates tie typical location of tenderness and rigidity in the ileocostal space ifl acule 
infections of the kidney and occ-i«>oaatly in retrocecal appendicitis 

Either the pehts parench)ina or pcrinephritic tissue be 
inxolved alone but more frequentl> there js an extension of the 
infection from one to the other Chrucnlly t\e may dmde mfec 
tions of the upper urinarj tract into («) those uiih localtzmg 
sjTnptoms, such as pam tenderness rigidity enlargement of 
Vidney, etc 
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ately aflected the fever js very apt to be of the intermittent type, 
eadi nse oi teTO^iature being preceded b> a chill and followed 
by asweat This has gl^en riseto the term “pseudomalarial type 
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(6) Tho«e ^.ilfiout iocaimn; sjmptoins In the firl naaed 
group the attention of the pbj-sioaii la directed to the pee- Ibilin 
of a kJ<Int^ infection bj the coinplaint of pain refened to one of 
the upper quadrants of the abdomen and to the Uiocosta! 'pace of 
one or both 'ides (Fig 358) On examination we usualh fnd 
more or le^s tendemesa and ngiditx ,and often the enlarged bJEfi 
can be palpated 


Rg 33 S — Appearance of *uriace of the tKlotyiaaculeOtmatogra ^ 

{pyelonephnusi Note lar»e munber of miliar} ab‘W=e< eaw 


Feter is an almost constant accompaniment of 
mfections It ma> be of the contmuous biw gener 

no localizing signs and it is accompamed bt si'TOp*®®^ central 

alized sepsis an erroneous diagnosis of influenza ° pje 

pneumonia etc , is not infrequent I\'hen the udec 
dominates in the renal pehis and the parenchsma 1= on ' 
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kidney, as is shown in the twaperature chart (Fig 360), may 
cause high temperature and simulate an acute renal inlection, 
or, as in the case whose temperature chart is shown m the lUus 
tration, may simulate retrocecal appendiceal abscess In this 
connection let me call j our attention to the mixed infection where 
pyogenic organisms like the staphylococa or the colon bacilh are 
added to a tuberculous infection of the kidney (Fig 361), and 
the acute symptoms of a renal infection due to the pyogemc 
organisms completely obscures at first an underlying tuberculous 


Mixed TubereutouS and mFeefion 
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Fig 361 — Tempenture chart from ow of pcnarphnuc absceu due to imxed 
tuhercvhMis and pyogemc udection of tbe kidney Temperature persisted after 
operation of penneplintic abscess until kidney was removed 

infection I have recently called attention to these cases,* and 
the surgeon must always suspect such a combmation if the tern 
perature does not drop after openmg a pennephntic abscess 
Ureteral cohc is not at all a typical symptom of renal infec- 
tion but may be present at times as practically the only symp 
tom of renal infection, accompanied by a shght nse of tempera 
ture I shall refer to this agam under cohcs due to ureteral 
calculi The study of the unne alone is of httle value m local 
izitig a urinary infection This localization must be done Tnth 
« Tbe DiagBosis md TrestiwiU of TlibemJcsis of tie IMney, Eiinou, Med 
Jour , August 1918 
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of pjcIiUs,” a term which should not be emploj-ed as it is only 
confiismg Such an irrcgularh recumng rhilk high fever, and 
sweat combination is freqaent^ seen m cases of acute pjelo- 
nephntic infection m children dunng p*egnanc5 , and in the puer 
penum. Figure 3o9 is from one of cases of puerperal p) elitia 
which was seen m consultation with the most eicellent internists 
and ohstetncians TTierc were absolute!} no localumg s)nip* 
toms pertaining to the tidnej , as the source of infection and the 
elimination of the gem taha as a source of infection led to the tenta 



Fi^ 3£0 — TcBpentrire chart fmn cue of sarcoina of the bdsej u child of foot 
witli fever appoxliceal abscess. (Case of Dr Lawrence ) 

tis e diagnosis of a septic endocarditis It was onl} after a careful 
cj'stoscopic examination and the ureteral mthetenxation with 
cultural study of the unne that a diagnosis was made of nght 
sided pyelitis and the subsequent treatment of the infection 
with U'^age of the renal pehis was followed by a prompt drop m 
the temperature and complete recovers 
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found that pain i\as referred largely to the kidnej m 67 per 
cent to the upper abdominal quadrant m 15 per cent and to 
theregionof the lower ureter or bladder in 11 per cent (Fig 362) 
No definite radiation of pam was observed m 5 per cent and no 
pam whatever in 2 per cent We thus see that the symptoms 
of a fixed pam m ureteral calcuh independent of cohckj attacks 
IS distributed over such a wide area m the abdomen that there 



Fjg 362 —Most frequent direcitons in which pain due to ureteral cohc radiates 
Heavy arrow indicates typical mdiabon toward testes or bladder Short arrow 
indicates less frequent radiation toward fioot of abdomen and toward median line 

is no characteristic localization or radiation The fact that ure 
teral calcuh can be present for many years without giving nse 
to any symptoms at all makes it mcumbent upon us to study the 
unnary tract in every thorough exammation of the abdomen 
espeaally when there is a history of colics fixed or radiatmg 
pam or of microscopic or macroscopic bematuna It is only 
Ihiough the employment of some 01 all of the methods of diag 
nosis which have been developed in the speaal field of urologic 
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the use of \‘anous dngnostic methods which I ha>e mentioned 
before At the same time let me warn jou against ureteral 
catheterization during an acute stage if obstruction is present 
It is better if there is no urgent mdication to refrain from this 
procedure until a latent stage has been reached. It was for 
merly taught that one could differentiate an infection of the 
renal pehas at least of the upper unnary tract from the lower 
urinary tract by the presence of small long tailed epithelial 
cells with relatii'cly large nuclei but we now know that this is 
of absolutely no \ alue as the same cells may occur m infections 
of the lower unnary tract 

(i) Celtcs Due Uj Renal and Ureteral CalcuU — This subject 
has de\eloped so rapidK during the last ten NTais smee the 
systematic use of the x ray m obscure acute affections of the 
abdomen that I can only mention some of the principal features 
Ample expeneoce has taught us that the syndrome known 
as renal cobc with (ts radiations of pain to the testis and lower 
unnary tract, was formerly regarded as almost piathognomomc 
of ureteral Lthnsis Further expenence has shown that any 
lesion which will suddenly cause an increase in intrareual ten 
sion will giie rise to the identical group of symptoms Topical 
renal or more correctly ureteral colics are now known to be 
seen (a) when particles of tumor mass escape mto the ureter 
(5) when blood-clots or pus detntus are passed from the renal 
pelvis into the ureter (c) m cases of renal or ureteral infection 
(d) m nephntis (e) in ajqiendjatis when the ureter is in close 
proximity to the inSamed appicodix (/) m tabes (s) m stnc 
lures of the ureter whether of congemta! or acquired ongm (A) 
in kinkin g of the ureter as obscr\ed m eases of movable kidney 
or compression of the ureter* by an accessory artery to the 
lower pole of the kidney Nor does the symptom of fixed pam 
oier the kidney or along the course of the ureter fare any better 
In a recent analysis of the symptoms of a large number of cases 
of ureteral calcuh from the Mayo Clinics Braasch and Moore 

>I bai'e recently reported a trpealaampleof aucli a cause of ureteral colics 
fSraoiCAi. Cmncs or Chicaoo Febnary ««8 p 95) 

I Jour Amer Med. Assoc. 1«S 65 1234 
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t e bent at a sharp angle resulting in severe pain accompanied 
by vomitmg etc resembling m every parhcular a colicky at 
tack due to a ureteral calculus (see previous section) A very 
charactenstic finding is the presence of a considerable enlarge 
ment of the kidney as a result of the temporary obstruction of 
the ureter during the attack (Fig 363) The presence of blood 
in the urme is of course not at all diagnostic of this condition 
as it may be present in many other causes of ureteral colic 
In the interval between attacks it is comparatively easy to make 
a diagnosis of the underlying condition by filling the lumen of 
the ureter and pelvis with some solution which is not pene 
trated by the x ray so as to obtain an accurate picture of the 
position of the kidney m A horuontal and upright posture of 
the patient and of the size of the renal pelvis This diagnostic 
method is known as ureterography or pyelography and is ab 
solutely without danger if a hquid like tbonum is allowed to 
flow in by gravity 

(d) Strictures of the Ureter unlh Infecltcm — In a previous 
lecture I have directed your attention to the various causes of 
strictures of the ureter * and will ask you to refer to this for 
detailed consideration of the subject I only wish to call your 
attention with the present clinical case to the fact that such 
stnetures not only give nse to repeated acute attacks of ureteral 
colic but also to persistent enlargement of the kidney i e a 
hj dronephrosis which may or may not be infected 

(e) Tumors of the Kidney utlh Fever —I have referred to this 
rather rare condition in connection with the subject of acute 
infections of the kidney and only mention it agam to ask you 
to bear it in mmd m the differential diagnosis of obscure cases 

(f) Acute Inflammation of the Intra-abdomtnal Portion of the 
Vas Deferens —This condition may at first glance seem rather 
to have been wrongly meinded m this subject of the acute ab 
domen but I have seen a number of cases of acute gonorrheal 
epididymiUs m which there were such marked lower abdommal 
symptoms m the first twenty four to forty-eight hours that the 
thought arose m all of the patiente that we were dealmg with 

Sctgicai Cuktcs or Cbicaco Febniary 1918 p 95 
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surge/) in the past ten j’eara that we are able to differcntiale the 
\’anous diseases of the unnai) tract which can gne nse to 
sjmptoins identical with those of ureteral calculi. 

It is not infrequent for ureteral or renal calcuh to be the 
cause of a most se\ere duucat picture of acute sepsis without 



Fig 363 -‘Lateral nev oi alidoiseii sbomcg bow sitter can be bisied bj 
movable fadney taasuig mteniutteot bjdiooeplroM aad tbe cUnial ty^iiroiDe 
kcon a? l>ietl s fnsis 

an> suspiaon of their presence manifesting itself by pain or 
historj of colics 

(c) Crttes — This B a dinical s>Tidrome which was 

first described by Dietl in which as a result of the eitreme 
range of motioii of a mo> able lidney the ureter becomes lanied 
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tiate a salpingitis from an appendicitis unless vaginal and rectal 
examinations show that the mflammatory disturbance is hmited 
to the tight side of the pelvis 

The early stages of extra utenne pregnancy before rupture 
of the tube or a tubal abortion may simulate an attack of ap 
pendiatis on account of the sharp cohcky pam due to the dis 
tention of the tube manual vaginal examination ivill clear up 
the diagnosis in the majority of cases After rupture has oc 
curred the symptoms of internal hemorrhage predonunate and 
there are \ ety few non traumatic conditions which simulate the 
clinical picture 0 / a ruptured extra uterine pregnancy or abortion 
m the first twenty four to forty eight hours If however the 
case is not seen until after the hemorrhage has occurred the diag 
nosis IS not so easy This is due to the fact that the patient has 
recovered to a great extent from the scute anemia Further 
more the presence of a considerable quantity of free blood in 
the peritoneal cavity wiU give rise to a leukocytosis simulating 
that of a true infection e g appendiceal When a condition of 
moderate paralytic ileus ensues with the abdominal distention 
inability to secure the passage of much fiatus and the generalized 
tenderness m such late cases frequently simulates either an early 
peritonitis or mtesUnal obstruction 

I have directed your attention to this picture of the late stages 
of non operated cases of extra utenne pregnancy because I find 


ate agam the various causes which we must think of outside of 
the abdomen which can give nse to acute symptoms (1) re- 
ferred pam from thoracic conditions (2) nervous system (3) 
hysteria 

(1) Thoraetc Condihons —Cases of both pneumonia and 
pleurisy occur m which there is complaint of severe pam in the 
abdomen at the onset of the disease This is especially true m 
children There may be ngidity of the abdominal muscles on 
the side affected In pneumonia there is a history of a chill 
Thejacute onset is foUowed by dyspnea and marked inaease in 
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an acute appendicitis accotapanjmg an acute attach of goa 
otihea until the swelling o{ the ^tdid^mis deared up the diag 
no£is 

If you will recall the manner in which the infection of the 
genital tract m the male spreads from the urethra to the epi 
did>‘aus b} waj of the seminal axsical and \'as deferens it will 
not be difficult to understand why sudi acute sjuiptoms mai 
arise from sjTnptoins of the (mtra abdominal) extrapentoneal 
portion of the %'as deferens 

(g) Torsjoti of Tesiet — The torsion of the spermatic cord 
can of course onl) occur m cases of non-descent of the testis 
but yx)u must thini. of such a posJbihtj when acute abdominal 
symptoms accompan} a painful irreducible swellmg in the m 
guinal region 

Internal Gemtalia ol the Female — This subject i$ so thor 
oughh cm ered m all the standard text books on gynecology that 
I need onh tnenboa some of the pnaapal conditions of the mter 
nal gemtaha which may giv-e nse to symptoms sunuktmg those 
of other acute abdormaal conditions 

The torsion of the pedide of an o\-anan cyst or a peduncu 
lated hbroid of the uterus greath snnulates in its earl) stage 
an attack of early appendiatts and this dinicnl picture become 
esen more confused when the paralytic Oeus which so frequently 
accompame these case begins One must always suspect the 
posslbihty of such a gynecologic condition when acute abdominal 
symptoms appear in young girb or later m life when fibroids 
are so frequently found To differentiate an acute pelvic infec 
tion giving nse to salpingitis ov’axitis etc. from an. appendialb 
IS not difficult if the cecum is located m its normal posihon 
because the pam rigidity and tenderness in acute peine infec 
tions in the female are located nearer the median Ime and abovx 
the inmnnal folds while in appiendiatis they are nearer the an 
tenor supenor spine and iliac fossa When however the ce 
cum’is extremely movable or the cecum itself lies m the true 
pdvB as IS so frequently the case or an appendix (see Fig 3a3) 
attached to a normally placed cecum extends across the iliac 
vessels mto the true pchas it is extremely difficult to differen 



THE ACUTE ABDOMEN 


973 


case will elifninate tumors of the cord or spinal column either of 
primary or secondary (metastatic) origin 



] Fig 364— TopognphicreUtKwirflheseginentiofiliespuialcordtothever 

tebral bodies spinous processes uxi Mrve-root ongins This lUustraLon (taken 
from Robert Bing s work) shows dearlf bow tumors of tie spiral cord and neo- 
plasms or inflammatory processes in the vertebra can gii e nse to acute abdonunal 


(6) Tabes utth Visceral Cnses~A recent paper bj Nuzum' 
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respiialjoiis and pulse-rate The pam is seldom as well localised 
as m the acute abdominal conditions nor is the muscular ngidity 
as arcmnscribed and constant 

There is one form of pleunqr (diaphragmatic) which simulates 
acute abdominal affections \eTj closely J A Capps* gi\es the 
following as the mam pomts of differentiation between diaphrag 
matic pleurisy and inffaramation of the abdominal Mscera The 
skin and muscles of the abdomen are more sensiU\e to pam and 
touch in refeired pleural pam t^i>n m visceral This b 

ehated best by pinching the waU and scratching the skin. The 
cutaneous rcfleaes are more hvety m referred pam as a rule Deep 
pressure with the flat surface of the fingers is well borne m refer 
red diaphragmatic pleural pam while it eliats a dull deep pa*" 
when apphed over an inflamed organ Evidences of respiratory 
infection usually are present jn diaphragmatic pleimsy Ap- 
pearance of a sharp definitely locahz^ pam in the seek on the 
same side as the abdominal pam often rev eals the true condition 
as It pomts to imtation of the phrenic nerve Referred pains in 
the neck and abdomen usually are induced or aggravated by 
cough and deep inspiration Ivausea and vomiting are more 
constant m visceral abdominal inflammation but may occur and 
be V eiy pronounced m diaphragmatic pJeunsy Hiccup is not a 
common sjmptom m the latter it is seen more often m visceral 
disease 

Objectively but little can be found and a differential diagnosis 
IS difficult m the early hours The case should be watched for 
several hours before a final diagnosis is made 

(2) Aenous Symptoms — (a) Referred Pain from Spinal 
Conditions — Spondylitis and tumore of the spinal cord of its 
membranes orof thevertebim may cause severe abdoiamal pam 
which IS referred to the terminal filaments of the spinal nerves of 
the correspondmg segment m the abdominal wall (Fig 361) The 
patn IS seldom as acute as m true abdominal affections and is not 
accompanied by muscular ngidity or tenderness Examination 
of the «pme for evndenccs of ^xmdyliUs will soon exclude this 
yTOTnina tion of the nenons system and the history oftbc 
•Amu Jour Med Sci..l9I6 ISl 33$ 
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early stage of roesentenc vascular occlusion The stool at times 
contains large quantities of blood 

Remarks Upon Pabent Presented at Beginnmg of Clinical 
Lecture — am going to examine this patient again when he is 
under the influence of an anesthetic The abdomen has become 
very much relaxed but I feel a mass m the nght inguinal region 
which extends over to the median line and downward to Poupart s 
hgament In an outward direction it extends to the right border 
of the right rectus muscle and m an upward direction almost to 
the umbihcus The surface of the mass is irregular and firm 
not very hard and is apparmtly not movable on the underlying 
tissues In other words it seems to be fixed 

Exploration reveals the fact that we are dealmg with a case of 
appendiceal abscess in which the extremely mo\able cecum has 
been drawn over to the median line A greatly inflamed veimi 
form appendix shows a perforation at its base opposite a phlebo- 
lith A generalized spread of the infected matenal has been pre- 
vented by a mesosigmoid whidi has come over to the median line 
near the level of the umbilicus 

This case illustrates the diflBculty in diagnosis in acute ab 
donunal conditions when viscera are not m their normal position 
This case is espcaally instructive from a diagnostic standpoint 
because as my experience grows 1 have learned to consider many 
other conditions as possible causes of the acute surgical abdomen 
than we were formerly taught and I beheve that it is advisable 
for every surgeon to faaiihanze himself with the vanous possibil 
ities if he wishes to a\oid the pitfalls of diagnosis 
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\uzum li2s found that m the file 3 ears from 1910 to 19JS 
o\er 1000 cases of tabes doisahs ha\e been carefull) studwd m 
OUT Cook Count} Hospital and the conclusions aimed at are as 
follows 

1 Of the 1000 tabetics 8 7 per cent ha\c been subjected to 
Iapaiotoin\ under mistaken diagnoses one or more tunes 

2 The oases of tabes haaelaigcl} influenced the suigecnia 
hs deosion to operate This statement is supported by lie 
fact that 65 per cent of the 87 patients operated on presented 
\tsceral (rises In 1 < per cent of these the crises were the 
i&itial sj'mptom of their disease 

3 hlistaken diagno^ and resulting cperations occur chie£\ 
through failure to ^Tamrp«» the nciaous sj'Sleaj 

(if) ffyrifnJTeejuires no speofic description I only mention 
It here to ask 3'ou to keep e\en this condition m mind m the dif 
ferenbal diagnose of acute abdominal aflections The expen 
enced ezanuner wall soon be able to diflerrnuate real from feigned 
sj'mptoms But on the other hand Ihave^eenbj'stencpatKBts 
wrongb accused of Simula tiop when a genuine acute surpeal 
abdomen called for operatn'e interference I reoU one case zn 
which a highly neurotic woman was thought to be feigning ab- 
dominal sjmptomsunlQ theclinicaloadencesof anunquesponed 
generalized pentouius presented 

(3) Infiamed lymph-nodes — I mentioned this condiPon in the 
preaaous ehnn-al lecture ‘ and were it not for the fact that I ta\ e 
encountered it xa a large number of cases I would not refer to it 
again here The s}-mptonis annulate completel\ those of an 
acute appcndiatis and arc most apt to occur in mdnaduals who 
neglect to menPon the presence of a prunary alnum 0} mfeePon 
m this temtorv from which the ingumal and deep ihac nodes 
itcene their bmph. 

(4) f ascvIorCnscs — They occur m elderly people 10 the form 
of attacks of cei ere pam in the epgastnom They are due to an 
atheromatous condipoa o( the icssels of the splanchnic area 
amjmust be differentiated freuaotheracute abdominal conditions 
The attacks ma\ be accompanied bs diarrhea and simulate the 

* Coap&s CMOS ot AppeaderCA. 
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GASTRIC CARCINOMA 

Summary A patient compl&icug of weakness pallor and loss of weight Demon 
stiation of the method of differentiating carcuMMna of the greater curvature 

The patient is a male sijrty nine >ears of age Tvho entered 
the hospital on the I9tb of December, 1917, complaining of 
feeling very weak and of losing weight 

Famtly Btsiory — He was bom m Gennany and came to 
Chicago forty years ago where he has since lived He has 
three brothers, all of whom are healthy and living There is 
no history of carcmoma in the family 

Personal Etslory — He is a brewer by occupation but de 
spite the nature of his employment has always been temperate 
He has always been temperate both m the use of food and in 
tobacco 

Premous History —He has always been in good health until 
SIX years ago when he had appendiatis and an acute perfora 
tion Notwithstanding the fact that he was sixty three years 
of age he was operated upon and made a complete recovery 
Before this attack of p^orative appendicitis he had been 
bothered to some extent by gas and distress after eatmg but 
he had never bad pain or vouutmg After the operation for 
appendiatis his gas and distress after eating disappeared com 
pletely 

Three >ears later, m November 1915 he caught cold and 
had wry neck for a few weeks From this he recovered per 
fectly Shortly after tha attack he felt himsell growing weak 
The weakneas gradually progressed, and in the tall of 1916 he 
saw a doctor who made a diagnosis of pernicious anemia and 

VOL 2— 


977 




GASTRIC CARCINOMA 


979 


dear cells Examination of the red cells shows only 2 000000 
to be present per cubic millimeter, and the hemoglobin is but 
40 per cent This indicates a color index which is shghtly 
below umty and raises the presumption of a secondary anemia, 
notwithstanding the fact that he was treated for pemiaous 
anemia m the fall of 1916 when he was given iron and arsemc 
without any benefit to himself Examination of the red cells 
shows no nucleated reds to be present There was no increase 
in the myelocytes On the contrary the only noticeable thmg 
about the red cells was the presence of poikilocytes and mega 
locytes Such a blood peture is the blood picture of a second 
aiy anemia though it looks \ery much like a primary anenua 
as far as the general appearance of the patient is concerned 
\\ hen one comes to analyze the blood picture one finds that the 
condition must belong to the secondary group You will also 
find in the differential examination of the white cells that the 
change of pemiaous anemia is not evident In permaous ane 
nua there is always a reduction of the polymorphonuclear cells 
and an increase of the small lymphocytes whereas in this pa 
tient if anything the polymoiphonuclears are maeased and the 
small lymphocytes are diminished This is directly contrary to 
the findings of pemiaous anemia and raises at once the pre 
sumption of a secondary anemia 

His blood pressure which was taken showed 94 mm of mer 
cury systohe and 56 diastobc with a pulse pressure of 38 This 
indicates again the large amount of secondary anemia which is 
present and which has resulted m quite a loss of vasomotor 
tone and myocardial weakness 

Examination of the unne showed a specific gravity of 1021 
aad m reaction there being no albumin or sugar and no casts 
or red blood cells present 

We are at once dnven to some eiqjlanaUon for the presence 
of this very severe secondary anemia It is quite evident that 
he must have somewhere about him a bleedmg point or else 
that he has got some malignant disease The blood differentia 
Uon is very evident It does not come from any parasitic dis 
ease of the bowels because first there is no eosmophilia and 
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treated hnn for it He vas gi\en iron and arsenic for quite a 
penod of time without an> xnatemi benefit He Lept on losing 
weight becoming more and more anemic and short of breath 
On December 19 1917 he entered Mercv Hospital m the ser 
vice of Dr Michael hIcGiure to whom we are mdebted for 
the pnnJege of showing this case At that time his onh com 
plaints were weakness pallor and loss of weight There was 
no complaint of pain or distress after eatmg There was no 
soEiJting of food or blood There was no hislor) of melena at 
an\ time and there was nothing in the bowel mosements to 
indicate an\ parasitic disease Aenereal historj was entirelj 
neiratiie 

On entenng the hospital the notes of the examination state 
that the patient looked s-eo pale with perhaps a little tinge of 
jellow in his skin which was doubtful The skin appeared 
rather transparent and s-en mos'able on the underl)Tiig tissue 
due to the absorption of the subcutaneous fat Hb lungs were 
entirel) negatne There was a hemic murmur over the pre* 
cordial region, but otherwise the heart was negative Eiamina 
tion of the abdomen at entrance showed no deuute swelling 
ether on inspection or palpapon On the whole the abdcimcn 
was rather scaphoid There was a rather large scar resulting 
iiozn the appendiatis opemtioa which had stretched and had 
pcnnitted a slight amount of ventral henua No definite tumor 
could be made out in the abdomen on careful paction and there 
was no tenderness There was perhaps a slight ngiditj in the 
epigastric region ov er the left rectus muscle Neither the spleen 
bier nor iadeevs were enlarged or palpable ExamiaaPon of 
the eves ears nose throat and teeth was negativ e 

DEHO’ISTttATION OF CASE 

Aou veil] note that the patient is a large man <;omewhat 
emaciated answering questions ieasonabl> prompth and not 
appearing to be vcr> sick The most nobceable thing about 
him is hto color which nmnediatelv prompts a blood eaai n ina 
tion This shows 7CXX) white cells of which 78 are poI>Tnor 
pbonueJear cells 19 small hmplioc>tes and 3 large nononu 
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68 nonnocytes per 100 cells This is not the picture of perni- 
cious anemia, but the picture of secondary anemia You will 
note there was only 4 per cent of megalocytes, whereas m per- 
nicious anemia the megalocytes are 40 per cent or more You 
will note also that the hemoglobin and erythrocytes are prac- 
tically m normal relationship There were 2 504,000 red cells 
and 50 per cent hemoglobm 

The finding of blood in the feces together with the gastric 
analj-sis led, of course, to the fluoroscopic examination of this 
indi\ndual, and when the fluoroscopic examination was made the 
whole case was greatly illuminated Before speahmg, however, 
about the results of this exammatioo I wish to say a few words in 
regard to the localization of gastnc carcmonia Depending upon 
the location of gastnc caranoma is the symptomatology If the 
caranoraa lies m the fundus it almost invanably is located at the 
cardiac orifice It usually starts from the columnar cells which 
he just within the junction of the esophagus with the stomAch 
Many so called cancers of the esophagus m the lower portion are 
really cases of cancer of the stomach at the cardiac onfice, be 
cause on examination they will be found to be made of columnar 
epitbehal cells Carcinoroata situated in such a location can 
close m the surrounding tissues and produce a great deal of 
pam and are almost universaUy diagnosed as esophageal carcino- 
mata They are usually very prone to bleed and lead, as a rule, 
to frequent and repeated hemorrhage They bear out the law 
of carcinomata everywhere of small repeated hemorrhages 
rather than a very rare large bemonhage Often m these cases 
the blood comes up m small amounts through the esophagus and 
IS ^otmted out by the patient 

When the carcmoma is situated on the greater curvature the 
symptomatology is frequently very latent There have been 
numerous cases reported in the medical hterature of operations 
m wbch the surgeons have been surprised to find a very large 
tumor of the greater curvature which was not suspected If 
the tumor mass is not >ery tense and if the abdominal wall is 
set rather finnlj , so that palpation is not easy, these tumor masses 
are not infrequently o\eilooked I have known of mstances of 
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second, there ha\e been no ova found in the stools It must 
come from some occult point Had he lost the blood b) nose 
bleed or by hemorrhages from the bowels or from bleedmg piles 
he would be aware of it and would readO) tell us Evidently 
the loss of blood m his case is quite as occult to as it is to 
xis, and must be sought for One of the first thmgs to be done 
in such a situation is to exanune the feces for blood After a 
meat free diet this was done, and on the 21st occult blood was 
found positive, parasites and ova negatne 

The presence of occult blood m the stools m an individual 
who is losmg weight, sti^ nine years of age, and extremely 
anemic ought to raise the possibihty m one’s mmd of some 
malignant process Consequently, a test meal was given the 
patient on the 2lst of Deconber, with the following result 
total aaditj, 16, free hydrochloric aad none, lactic aad a 
trace, occult blood strong positive Such a net of findings 
immediately ruse m one’s mind the question of the presence of 
an achlorhydna of penuaous anemu or an achlotbydna frost 
malignant disease of the stomach. 

Let us now note the course of his stay m the hospital 
On the 19th of December he came into the hospital m a wheel 
chair with a respiratory rate of 24, temperature 97 8 ®F , pul>e 
IW The next day lus temperature remained subnormal all 
day, varying from 97 6® to 98* F , his respirato^^ rate from 18 
to 22, and his pulse from 78 to 100 On the 2lst of December 
his pulse vaned from 80 to 82, showing the effect of rest in bed 
upon his myocardium Subsequent to that date we find that 
his pulse range continued low, fallmg ev en as low as 62 on the 
23d of December, agam lOustiaUng the value of rest From 
that tune untfl the present (January 9th) he has been doing 
reasonably well, bemg up part of the tune sleepmg fairly well, 
getting an occasional alcohol mb and taking his meals without 
a great deal of trouble Today , on the 9th he has made quite 
a little nnprovement m the blood count It shows 2,504 000 
reds with 50 per cent hemo^bm A differential count of the 
red cells, made espeoaUy so that we may have the results ths 
morning' showed 9 poOilocytes 4 megalocytes 9 microcytes, 
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about a year ago a similar case where the man went along with 
his carcinoma for a number of months and then, comparatwely 
suddenly, he had a complete pylonc stenosis Then rapid 
dilatation ensued, with comparatively early death 

One would say, then, frwn these considerations in the case of 
this man that a large caronoma of the stomach is suspected by 
reason of the anemia, loss of weight and strength, and that it 
would be more htely that the carcumma would be in a portion 
of the stomach where it would not give nse to symptoms as were 
it found in a portion of the stomach where it w ould gi\ e nse to a 
great deal of disturbance Inasmuch as blood is found m the 
feces and has been found whenever looked for, it is evident that 
the loss of blood which this man complains of is due to bleeding 
from the carcinoma Thismeaoslhcntbatifwefindacaronoma 
we have one which is a blecdmg carcinoma ivith a raw surface 
opening into the stomach 

We are still further strengthened m the hypothesis of the prob 
able presence of caranoma by reason of the fact that the loss of 
Vi eight in this patient’s case has been quite considerable In 
pemiaous anemia loss of weight and subcutaneous tissue is the 
great exception and not the rule Almost all the pemiQous 
anemia cases maintain their subcutaneous fat, or at least have 
enough subcutaneous edema to give the sbn a fairly normal 
appearance, whereas in catcmoma cases the complete absorption 
of subcutaneous fat usually leads to an appearance of quite 
intense emaaation In this patient the complete absence of 
subcutaneous fat raises the presumptwn of the presence of 
caranoma 

We are now in a position to tell you the results of the fluoro 
scopic examination and to show you the plates which were made 
on the same occasion When the bismuth and buttermilk were 
gii en to him to dnnk, they passed down the esophagus without 
any trouble They entered the stomach through the cardiac 
onbce and passed along the lesser curvature and started mto the 
duodenum, lerj little remauung in the stomach It seemed 
almost as though there were no stomach the bismuth and butter 
nulk passing through a very patent pylorus which apparently 
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large tumor masses not bong found on the greater cur\ature bj 
phj-sical examination but disclosed at the tune of operation 
If the carcmoiaa is located on the greater cur\-atuTe it usuaDj 
gi\ es no sjTnptoms on the part of the stomach It does not ap- 
parentlj interfere \er} much with peristalsis It does not 
ordinanlj gi\e nse to much pam untfl the stage of ulceration is 
reached and e\en then there maj not be \eiy much suffermg 
attached to its presence When the caranoma is situated on the 
lesser curvature howe\er it usualh runs a \cr) mtense course 
There is apt to be a great deal of \-onuting a large ATm i m t of 
pam and considerable mterierence mth gastnc peristalsis 
Usual!) caronomata situated on other the lesser or greater 
cun'ature do not material^ interfere with dcemg or opening of 
the p) lorus In fact carcinomata of the greater cun-ature are 
apttoresultmaratheropenp)Ions whereas those on the lesser 
cun ature depending on their location may or may not lead to 
secondary nairowmg If a lesser curvature tumor is located 
near the p) lorus it of course wfD exert a certain effect upon it. 
^^'hen the carcinoma is situated m the antrum p)Iona or at the 
p) lorus It produces its worst effects Usually in these cases it 
leads to a gradual dilatation of the stomach until the stage of 
marked stenosis is reached These indiiaduals zaa> for a long 
period of tune be able to get nd of the contents of tbeir stomach 
m the natural way and then coroparatiiTly suddenl) may get a 
severe pylonc blockade with a very rapid accumulation of fluid 
m the stomach so the organ becomes dilated to an enormous 
size I remember on one occasion I was examining a patient at 
the Count) Hospital m the recumbent posture He had what 
seemed to be a Urge abdominal C)'st which extended as far down 
as the nght iliac fossa ItoccurTedtomethatthetfungmightbe 
a dilated stomach. e put in a stomach tube and to our 
surprise we took out about a gaDon of black water It is need 
less to say that this patient had an almost completel) occluded 
p) lorus ^m a caranoma and when I tell you that he died 
•within three weeks time of an acute blockade which took place 
rather suddenl) without mudi prehminaiy trouble )‘ou will not 
be surprised at the outcome We had also m Sfercj Hosp tal 
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forpexnioous anemia wbichitwas evidently thought that he had 
Of course the findings of the blood do not bear out this diagnosis 
but on the other hand the ne^Uve statement from the point 
of view of his gastio intestinal canal and the negative findings m, 
the abdomen indicate nothing of the presence of a carcinoma 
Of course the enor of supposing that pcmiaous anemia might be 
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present was one in which a man who nas not \ery careful in his 
work might readily fall As soon however as one begins to 
examine the blood picture be dist^ers that the case is one of 
secondary rather than pnmaiy anemia Then the matter of a 
search ioi the cause ol the blood picture becomes a matter of 
consequence Taking into consideration that in pemiaous 
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made no attempt whatever at contraction into a dcodenum 
From the fluorosct^ic exaxnmatran one would sa% without ques 
tjon that the pjlonis was wide open and without function The 
most important pomt thaefo e »s the distribution of bsmulh in 
the stomach and smce that shows \eij mcel> m the x raj plate 
we wQl ask vtjut attention muccdiatclj to the two radiograms 
which were made Tou will note in the radiogram that the 
stomach is somewhat large with a wcll-de\eloped broad fundus 
The stomach shows no stomach bubble h ou will notice the bttle 
angle at tie junction 0 / the fundus with the lesser anvatuv 
which marks the opening of the cardiac orifice into the stomach 
At the pj lone end of the stomach %-ou will see that the p> Ions is 
rer\ jnarkcdh open and that a large amount of bismuth m the 
fi^•e-lIUDUte p cture has alreadx passed mto the duodenum The 
most noticeable and spectacular point in regard to the whole 
picture howe\-er is the atrv large filing defect which s noted 
m the region of the greater curvature \ on will see that there is 
a distance of approsmateh 4} inches in length along the greater 
curvature m wbch so bismuth appears running in From what 
ought to be the normal Ime of the greater cunnture of the stem 
acb there is a filling defect extending to a depth of appnmmatelj 
2 \ to 2 J inches In the center of this filing defect jtju w 3] notice 
there is apparentlj a crater of bismuth which coamumcates 
with the caMt> of the stmnadi This bismuth mater is wj 
irregular in outhnes and 5;.^e5ts that the bismuth has made its 
waj into tie ragged fissure-like ca«tv extending into the center 
of the tumor mass (Fig 36a) 

^uch a huge filing defect of cour^ can be due to but one 
ffmg There must be a \-erj large oinjparali«l} soft car 
cituated m the region of the greater curawtUTC whichias 
ulcerated m its intenor and which B pouring a certam amount of 
blood mto the 'Stomach cosstantlj Into the ca%itj of the tumor 
the bismuth has made its waj and «hows in the x raj plate 
^ X T3> 

. car 

atol 

This patient has been treated lor <=<m:ctnini, oivi a 'ear 
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in which carcinomata of the stomach have been found for the 
first time after the patient s death bemg unsuspected m hfe 
The practical points which are to be derived from the demon 
stration of this patient s case are first that caranomata of the 
greater curvature may run a perfectly latent pamless course 
even when they attain enormous sue Second that carcinoma of 
the stomach can suggest the diagnosis of pemiaous anemia but 
when a careful examination is made of the blood findmgs m such 
a case it will be found that the case is really one of secondary 
anemia It wall also be found m such mstances that there are 
no cord changes Cord changes almost mvanably accompany 
severe cases of pemiaous anemia but are never associated with 
cases of secondary anemia The complete absence of any cord 
changes m this man s case raises the presumption of a secondary 
anenua Third the necessity of fluoroscopic and x ray examina 
tton as a matter of routine is apparent Had an x ray exazmna 
tion not been made m this case the diagnosis of gastnc carcinoma 
could only have been suspected It would never have been made 
The absence of pain vomiting and tumor masses notwith 
standing the apparent large size of the carcinoma would have 
suggested that nothing pathologic would be found m the stomach 
and yet when the fluoroscopic examination was made it was 
immediately apparent to everybody present that there was a 
severe disease of the stomach 
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anemia you do not have a marked emaaation and in this man s 
case there is a great deal of emaciation one is immediately con 
fronted b> the possibihty of mabgnant disease Such mahgnant 
disease might be of course m the genito urinary tract or m the 
ahmea taiy tract but inasmuch as he has had no symptoinatologj 
on the part of the bbdder one would not t hink of lookmg for a 
\-esicle polyp or a tumor m this man s case We would rather 
turn at once as we did to a consideration of the stomach and in 
testmes trying there to 6nd the bleedmg point The x ray 
picture erplains one thing ^e^y mcelj It explains whj this 
patient has gone along so well with so much pathology If his 
carcmoma were situated m any other location than the one which 
it occupies he would have had a great deal of symptomatolog) 
but inasmuch as it lies in the region of the greater curvature 
where it has in nonise lalerfered with the passage of the stomach 
contents through the pylorus into the duodenum it of course 
has occasioned no disturbance He does not have pain because 
he has no hypeimotility His stomach seems under the fluoro 
scope to be merely an inert functionless funnel If there nere 
motion in his stomach he doubtless would have a good deal of 
pam but since there ts no motion whatever he u without pain 
Interesting m connection is the fact that he clearly has an 
ulcerated carcmoma and yet he has no pam E\ndentl> car 
cmomata of the fundus when they are m the stomach are I ke 
carcmomata elsewhere they are pamless You knov for ex 
ample that it ts not the rule m carcmomata of the breast for the 
patient to complain of any pam The same is true of carcinoma 
of the uterus The patient may have quite a large uterme carci 
noma and be unaware of its presence because of the complete 
absence of pam In fact carcmomata m general are insidious m 
ongm and do not betray theu presence by anythmg but the size 
of the tumor masses wfuch they giv^ nse to In the case of this 
patient the carcmoma has but followed the usual law of pam 
lessness Contrary to the old text book idea gastric carcmomata 
are by no means always painful Manj of them run a perfectly 
latent course up to three weeks before the death of the patient 
In not a few instances postmortem exammations have occurred 
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DEMONSTRATION OF A PERPECTED TECHNIC FOR 
POSTERIOR GASTRO EHTROSTOHY AND FOR 
CHOLECYSTOTOMY 

^noiwary Desirability of sUnd»ttiizaiion of surgical measurw postenor gaatro 
enterostomy slan me s c® and arrangement of towels ideal location and 
direction of stoma management of opening tbiough transveree mesocolon 
incision into stomach and )ejunun''^onttol of hemorrhage and details of the 
introduct ob of sutures excision of mucosa as an a d in preventing subsequent 
closure of stoma a new needle forceps 
Cholecystotomy Fundueofgafl bladder brought out of wound— protection 
of field of operation advantages of spreading trocar wound with sasson over 
direct incision m gall bladder removat of gall bladder contents drainage' 
tube— Its introduction and suture made safe and easy by threading over solid 
glass tube closure of abdominal wound— tbe pielimmaty malttess tens on 
sutures 

June 19, 1918 

I BEUEt'E there is a definite need for the standardization o£ 
the more common surgical procedures and that a technic which 
fulfils at all tunes and vn any case the vanous requuements 
such as hemostasis asqisis avoidance of utmei^sary trauma 
and the sbortemng of the tune of operation should be per 
fected and whenever possible adhered to I have used a fixed 
routine for some tune in performing gastro enterostomy and 
another for cholecystotomy and have found each to fulfil all 
requirements 

For gastroenterostomy we make the usual masion just to 
the right of the midline and after cutting through the skin 
we change our kmfe and complete the inosion Then we 
apply towels m order to keep the abdominal contents from com 
mg m contact with the skin We place them from this side over 
to the opposite side and grasp tbe edge of the skm and tbe 
989 
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towel with towel forceps When we turn the towel back the 
towel forceps are out of our way We do the same on the 
opposite side As we put ai our retractors the stomach comes 
into Mew 

The next thmg to determine is the position of the proposed 
gastro-enterostomy opening This vznes with the contour and 
condition of the stomach. As a rule if we draw a Ime directl> 
downward from the nght side of the esophageal onfice that 
Ime crosses the greater cui\*ature at its lowest point and it is 
there that we must make our opening — as close to the greater 
curvature as possible and at its most dependent portion Ha\ 
mg chosen the position for the anastomosis we lift up the 
omentum That brings up the transi ei^ colon W e pull that 
up a httle more and etposc the transierse meocolon. As we 
pass our hand to the left and backward we strike a pomt of 
fixation and btug up the first loc^ of jeiunum Pressing cm 
the anterior nail of the stomach we push its postenor wall 
against the trans^'er«e mesocolon Puncture of the trans\eise 
mesocolon now exposes the postenor i\aU of the stomach We 
once more identify the lowest point of tbe greater curvature and 
hold it up with Allis forceps We are going to make the direc 
tioQ of our openmg downward from nght to left (Mayo) In 
^ome this direction of openmg is nnpractjcable either on 
account of the position or condition of the stomach or on ac 
count of the Awnance in the pomt of exit of the beginning of 
the jejunum This forceps to the left locatmg one end of the 
proposed stoma is at the greater curvature and the one to the 
nght is 1) mches away from the greater curvature We put 
our damps on the stomach portion and bring up sufBcient 
stomach to work with At this stage we sew the po«tenor 
portion of tbe openmg in the transvwse mesocolon to the stem 
ach with a few sutures (Fig 366 I) This edge is to be drawn 
up dose W c make a half-orcle well back of the damp If our 
mesocolon is very thick we can invert tbe cat edge just as we 
would put m a Lembert m tbe intestme This opening must be 
do<ied m order to prevent a postoperauve hrtnia of the mtestme 
through It We eJo'e the remainder of that opening hter 
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outer coats down to the submucosa As we cut down to the 
submucosa the mucosa commences to bulge out and we can 
see running across this masion numerous large blood vessels 
Before finishing the incision mto the stomach and severing 
these vessels we hgate them which is considerably more of a 
conservative procedure than letting the suturmg control hem 
orrhage from them espeaally as the suture might miss the 
large ones Now m hgatmg these we hgate first on the side 
nearest the greater curvature keepmg close to the cut edge for 
the reason already given We pass directly beneath the ves 
sels with our suture and securely tie them off (Fig 366 4) If 
the vessel is large we also bgate the opposite extremity as the 
collateral arculation of the stomach is so great that we can 
have severe retrograde bleeding Now we feel a httle more 
secure as to the occurrence of postoperative hemorrhage Then 
n e do the same thmg on the jejunal side We are now ready to 
complete our opemng mto the stomach and jejunum In mah 
mg our opening mto the stomach we place the Allis forceps at 
each comer grasping the mucosa and bfting it up Then with 
a scissois we snip aaoss one comer making a small opening 
mto the lumen Then mtroducmg one blade of the scissors 
into the lumen we cut around it (Fig 367 5) UTale doing this 
we are careful not to destroy our hgatures Now we have 
excised the mucosa This safeguards against subsequent and 
premature closing of our new stoma Now having carefully 
sponged the stomach and intestine bemg careful not to scrape 
or traumatize tbe mucosa we arc ready for our inner row of 
sutures which are espeaally for hemostasis We place the 
AUis forceps on the two inner flaps bdow to hold those parts 
up for us We sometunes paml between the inner flaps with 
a httle lodm We begin our suture on the outside passing 
directly mto the lumen at one comer a fair distance from the 
cut edge Then we pass through both of our postenor edges 
and then come out on the o^iosite side makmg somewhat of 
a U (Fig 367 6) When we Ue that we have almost a purse 
string We also find by havmg our knot on the outside that 
we are better able to teD when completing the suture whether 

VOU J— 63 
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The first loop of the jejunum is now brought up This 
loop usuall} passes from the fixed point directly to the left 
toward the left kidney That means we must make our open 
mg m the stomach from tight to left If we find that the hga 
meat of Trcitz binds down this loop we cut it between ligatures 
W e alwaj-s endeawr m making this anaintrt m fxus to make the 
opening more on the anterior side of the intestine so that when 
we turn our mtestme back there will be no kmlc at the jejunal 
flexure ^ e pick up the jejunum with iubber-co% ered forceps 
In putting on our clamp we keep as dose to this flexure as 
possible and stretch the mtestme before dampmg {Rg 366 2) 
how we must wall off our field e first put moist sponges 
at each side of (he clamp Then we put a towel on each side 
W e use a speaal towel called a lap towel \\ e put it around 
the clamp m that way (mdicatuig) Then to each side of that 
we put another sponge and a towel o%-er the handle of the clamp 
Before starting to suture I want you to note these directions 
The greater cun-ature of the stomach is passmg upward toward 
the heart In startmg the suture we tale the first stitch across 
the Ime of approxunation between stomach and jejunum bemg 
careful not to puncture the lumen and bemg careful to catch 
the submucous coat We place forceps on that suture end 
Now we use the Cushmg ^-pe of suture sewing parallel to the 
long axis of the mtestme ^Ve find that this type of suture 
qiuckly bunes itself and makes a neat suture Ime with no Imen 
exposed Vte use a Slayo needle forceps in our left hand to 
pi^h away the mtestme then to make counterpressure against 
our needle and then to pull our needle through (Fig 366 3) 

^ e male this first suture Ime from to 3 mches long depend 
mg on the size of the openmg we want as it must be longer than 
the openmg we are to make As we put m our last stitch 
before pulling it tight we puD on the loop to see that our suture 
line IS as tight as we want it then we lock and puU directly 
backward. 

We then make our opening startmg first on the stomach 
side beginning about i mch from the suture Ime and the same 
disUDce downward from the knot cuttmg only through the 
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posterior edges We lodt this occasionally to prevent the su 
ture from slipping and it also has the added hemostatic value 
oi the locked sulme Yon can see that this -whip stitch has a 
tendency to roll over the mucous edges and leaves this with a 
much smoother appearance than we get with the old type of 
Connell suture Now we loosen the clamps to see if the pos 
tenor edges are going to bleed If there is any bleeding 
point we will put a mattress suture through and tie off the 
vessel 

Now we whip around this comer until we have practically 
started hack on the antenor edges of our mosion and then we 
change to the Connell suture by coming outside and then crossmg 
to the other side From here on we use the Connell suture and 
this suture is put m m the same dwection as the Cushing suture 
was applied eccept whereas the Cushing suture is not a through 
and through suture the Connell is It goes directly m and then 
out lot the purpose o! hemostasis and Tolling m the cut edges 
We put this m m a shghtly di0erent fasbon from the usual 
way dividing the stitch into two parts one with the needle 
passing through into the lumen and the other out It is put 
in as follows The left hand is holding the suture taut The 
needle is now thrust into the lumen and while pulling tbs 
portion of the suture through the loop is engaged by the sec 
ond finger of the left band wble the thumb and mdex finger 
of the same hand grasp the suture a few inches from the needle 
(Fig 367 7) Tbs gives us the effect of tissue forceps for holding 
up the cut edge and steadymg it for the subsequent outthrust 
of the needle The suture is now pulled entirely through and 
again held taut by the left hand Tbs enables us to put m a 
very accurate and rapid Connell suture It avoids the neces 
sity of steadying the cut edge with forceps thereby avoiding 
traumatization and scrapmg of the cut edges wbch tends to 
produce more bleeding and possibly b a factor m subsequent 
ulceration As we come toward the end of this suture you can 
see how the antenor edge is turned out for us by tbs loop 
We now lift up on the ongmal end of the tbead so as to brmg 
the knot wbch marks the beguuungof the suture hne into view 



Fig 367 — 3 £xciaiiiS elbpM of oucosa 6 Authora'*R’ sutcb at brstanisp 
of ■""»> row of sntom 7 AvAor’s Bjctbod of faddiog loops wtiile istioduaDir 
CopBtll suture 

h3^'C actually gotten conipktel> around and turned in all 
the cut edges Xcrw we enter the lumen and whip up the 
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postenor edges We lock this occasionally to prevent the su 
ture from shppmg and it also has the added hemostatic value 
of the locked suture You can see that this whip stitch has a 
tendency to roll over the mucous edges and leaves this with a 
much smoother appearance than we get with the old type of 
Connell suture Now we loosen the clamps to see if the pos 
tenor edges are going to bleed If there is any bleeding 
point we will put a mattress suture through and tie off the 
vessel 

Now we whip around this comer until we have practically 
started hack on the antenor edges of our inasion and then we 
change to the Connell suture by coming outside and then crossmg 
to the other side From here on we use the Connell suture and 
this suture is put in m the same direction as the Cushmg suture 
was applied except whereas the Cushing suture is not a through 
and through suture the Connell is It goes directly m and then 
out for the purpose of hemostasia and rolling m the cut edges 
We pul this in m a shghtly difieient fashion fioin the usual 
way dividing the stitch into two parts one with the needle 
passing through mto the lumen and the other out It is put 
in as follows The left band is holding the suture taut The 
needle is now thrust into the lumen and while pulling this 
portion of the suture through the loop is engaged by the sec 
ond finger of the left hand while the thumb and index finger 
of the same hand grasp the suture a few inches from the needle 
(Fig 367 7) Thisgivesustheeffectof tissue forceps for holding 
up the cut edge and steadymg jt for the subsequent outthnist 
of the needle The suture is now pulled entirely through and 
again held taut by the left band This enables us to put in a 
very accurate and rapid Connell suture It avoids the neces 
sity of steadying the cut edge with forceps thereby avoiding 
traumatization and scraping of the cut edges which tends to 
produce more bleedmg and possibly is a factor in subsequent 
ulceration As we come toward the end of this suture you can 
see how the antenor edge is turned out for us by this loop 
We now lift up on the ongmal end of the thread so as to bnng 
the knotwhich marks the be^non^of the suture Ime into view 
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Vte know when we reach that point that we ha^e turned m all 
tie cut edge ^\e then be and ait off the ends 

^ e neat clean our field remoMng aU soiled sponges and 
towels and loosen the damps to a\-otd a too prolong^ pressure 
^hen we change our glos-es as we base found it difficult to 
remose all drj blood and stomach or intestinal contents bj 
rnerel) washmg Our work from now on is dean work and our 
hands should be dean for that purpose On returning to the 
table we inspect our suture Ime to see that all edges are turned 
in and that there is no bleeding After washing off the field we 
sometimes paint the suture Ime with lodin before reinforong 
with our last suture Now we pick up the first suture (which 



fig 348. — Autltor’sBer<i.«f9rctp6(ctiuewiU>xtn.sttorcim-ednfedle3. 

was folded m the towel) and come back with the same Cushmg 
snture that we first started When sewing with straight needles 
I oa 2 sionall> make use of ro> new t>T)e of needle forceps (Fig 
368) which I haie found i-eo handy for use with a straight 
needle (Fig 369 1) It giies a better purchase on the needle 
and aixids trauma to the gloi-es W e abo use it for a curiTd 
slnn needle in doling up our abdominal wound (Fig 369 2) An 
added ad^-antage of this forceps js that m tjicg our sutures we 
do not need to laj the needle forceps aside (Fig 369 3) V> e 
can. ako use it like a thimble Now we place an interrupted 
suture at each comer to take the tension off our suture Ime and 
to appronmate more jejunum to the stomach as a preventn-e 
of a sharp angubtion Then we inspect our last suture Ime 
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for bleeding e alread\ have a -ven slight blood'dot along 
the suture line which is a great help m sealing our new opening 
e inspect the posterior row of sutures and make sure that the 
posterior portion of the opening in the tTan<;\fTsp mesocolon 
has been closed ^e find it consvment to do«e the anterior 
portion of the opening now with mtemipted sutures Havmg 
made «ure of our closure of the tians\'erse mesocolon we then 
restore the structures to their position withm the abdomen 



Pig JT?— <aaip^ted Dirfctwo ol opaucg *ad reliooD to 

^roter cnivatuie 


From the anterior surface of the 'Stomach we can see no ciidence 
of our work but we can feel close to the greater curvature a 
good-sued openmg which easil> admits the tips of three fingers 
It IS not a sht but a pundi^-out oi-al opening Lifting up 
the omentum we can «ee that the jejunum has been restored to 
Its original position and that there is no kinkmg or pulling at 
the juncuon and no loop between the fixed point and our anas 
to3io*B (Fig 370) 
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CHOLECYSTOTOMV 

In working upon the gall bladder for the purpose of dram 
age we endeavor if the gall bladder is of the long type to bring 
the fundus above the level of the abdominal wound surroundmg 
it with sponges and fastening these on either side with forceps 
catching a httle of the peritoneal covering of the gall bladder 
at the same time We find that that completely shuts oS the 
peritoneal cavity After plaang Alhs forceps on each side of 
the fundus we steady the fundus while we plunge m our trocar 
and aspirate the contents (Fig 37 1 1) Now mstead of enlargmg 
this openmg by cuttmg mth a knife or sossors we merely insert 
a sossors or forceps mto the small openmg made by the trocar 
and stretch the opening to the size we want it We have much 
less bleeding from such a procedure and we find the openmg 
conlorms itself better to the tube which we erpect to introduce 
Now we grasp the edges with our clamps Holding these up to 
prevent the escape of bladder contents we take a narrow piece 
of gauze and introduce it into tbo depth of the gall bladder 
thereby spongmg out all the remaining contents Sometimes we 
bring out small gall stones Now we take a large spoon and 
remove the stones If wc find them espeaaUy hard to dis 
lodge we can place one finger outside of the gall bladder and 
with a scoop mside we can dislodge the stones which have be 
come impacted in the wall After havmg brought out all the 
contained material we place a finger cot on the mdex finger and 
introduce the finger mto the gall bladder That is the best way 
of ascertainmg the condition of the gall bladder mucosa We 
feel down against the cystic duct and we feel against the hver 
We can detennme more of the condition of the mucosa in this 
way than we can with a spoon Then we withdraw our finger 
and remove the finger cot 

Havmg detenmned that this gall bladder may be left be 
hmd we introduce a dramage tube We use a speaally pre 
pared tube the specul piepaialvon consisting m inlToducmg a 
metal or a glass rod which is sbghtly smaller than the diameter 
of the tube itself (Fig 372) 3\e find that this is a great heb 

with the flexible tube We find the tub** 
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for bleeding \\e alread\ lia\e a \'er5 slight blood<lot along 
the suture line m hich is a great help in sealing our new opening 
e inspect the postenor row of sutures and make sure that the 
posterior portion of the opening in the trans\eise mesocolon 
has been closed We find it con\enient to close the antenor 
portion of the opening now with interrupted sutures Having 
made «ure of our closure of the trans\erse mesocolon we then 
restore the structures to their position within the abdomen 



F15 S70 — The completed tnastomotu thieetoo of opeaifl? »6d relation to 
gwalereurvituTe 

From the antenor surface of the stomach we can see no evidence 
of our work but we can feel close to the greater curvature a 
good Sized openmg which easjy admits the tips of three fingers 
It IS not a sht but a punched-out, oval openmg I-iftmg up 
the omentum we can see that the jejunum has been restored to 
its ongmal position and that there is no kinXmg or puDmg at 
the junction and no loop between the fixed pomt and our anas 
tosiosiS (Fig 370) 
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and easier to bold m position, it faabtates the introduction 
sutures, and it also helps -when in\atmg the cut edges with the 
purse-stnng suture This idea was ongmated by Dr Bo>d S 
Gardner formerly of this laboratory During the four or five 
years that we have used it we have become more and more 
aware of its numerous ad\antages Now we mtroduce three 
interrupted sutures of plam catgut to anchor the tube to the 
gall bladder We introduce the tube a distance of J to 1 inch 
We put our anchonng stitches into the gall bladder serosa just 
as we would put a Lembert m the intestme and then mtroduce 
the needle mto the tube and the glass rod turns the needle 
directly out (Fig 371 2) Introducing our stitch in that way 



rod 

gives us a primary mversion of the cut edge I sometimes make 
use of my new purse string which gives a httle more accurate 
approximation (Fig 371, 2a) We use for this a straight needle 
threaded wntb plain catgut Startmg % mch away from the 
cut edge we put in three stitches then we come up and take a 
stitch m the tube and then ccnne back and take three more m 
the gall bladder After every three stitches into the gall blad 
der we come up and take a separate sUtch m the tube We 
find this stitch gives us the same turning m with a more accurate 


Fg 371—1 Asprauag cooCenU ©f gall bladder with Ochsner trocar 2 
Fixation of tube to gallbladder iBdiairws«m«il<jit.ed.,y5!. 
etnngforfixaUcnaDdinverron 3 Ready to invert second purse stnag 4 In 
xeisionconipleted 
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the other two and find we have accomphshed two things First, 
we have taken off the tension and second we have everted the 
edges Now the edges being wcU everted we can use an ordi 
nary running suture to close up the peritoneum without the 
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Ftff 5W--Ci«ureofpfr (ooeum MaUtesssuturescamedtliznugUpentonetimand 
posterior rectus sheath e\ert ihe edge and greatly facilitate closure 

necessit) of putting in our sutures m such a ■wa> as to produce 
an ectropion The mattress sutures also aid m keeping back 
the viscera as we are sewmg up the opening and they reinforce 
our continuous suture 
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approxunabon of the gallbladder to the tube ^^e now have 
our tube anchored to the gall bladder and we have a pninar> 
inversion of the cut edges and a fairl} good approximation 
Isow we put m a second purse stnng of chromic gut or if we 
have used interrupted sbtdies to connect the gaU bladder to 
the tube this w^uld be our first purse stnng If the assistant 
picks up httle folds of the gall bladder wall we can introduce 
our purse stnng with great ease All the time we are workmg 
the rubber tube is dosed b> the glass rod so that no gall bladder 
contents are leaking mto the field of operation Vkhen we reach 
the pomt opposite the startmg place we pull through our needle 
so as to leave a loop of thread Now the assistant pulls up the 
loop of our suture and bolds up the tube while we arc preparmg 
to tie (Fig 371 3) This rod reinforczs the rubber tube and we 
find it very easy to invert the rubber tube and tie our purse 
stnng whereas m the case of a flexible tube we often find the 
tube bending Now m Qing this suture we find iootber sd 
vantage from the fact that no matter how tighU> we tie we can 
not coBstnet our rubber tube Leavmg the rod stfll m the tube 
we return the gall bladder to its normal position (Fig 371 4) 
Vie do not anchor it to the peritoneum but dose the wound 
aroimd it m the usual waj We make sure that the tube does 
not emerge from the wound at a pomt too dose to the rib or 
hver margin as in that case the liver edge with each inspiration 
wQ] be pushed against the fixed gall bladder W e do not bnng 
our tube too far down m the wound as that might cause a 
fcmkmg at the junction of the cj-sbc duct and gall bladder 
This rod can be removed immcdiatelj or left m until the pa 
tiQit is returned to bed and the tube with bottle arrangement 
IS about to be attached 

la dosing the pentoneunj I scanetimes make use of an 
original method which is a great help when the pentoneum is 
fnahle and tears easD) We grasp the cut edges of the pen 
and postenor rectus sheath with forceps and put in a 
mattress suture W e place three mattress sutures through the 
pentoneal edges one near each extremity of the wound and one 
near tie center (Fig 373) tte tie tie center one first and then 
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EXSTROPHY OF THE BLADDER-3 CASES-SURGICAL 
RESEARCH REPORTS 

SutriMry loadence pathologic anatomy and diagnosis of eistropby of bladder 
Treatiuent—'tin plasties unsatisfactory technic and results of the Jlaydl 
operation A case of etsttophy of the bladder in a patient who has borne 
ciuldten 

Sarptiil Reswek Ascending renal infection a result of faulty teclauc. Iso- 
lated intestinal loops— the detoncaung eflett of the liv er Simultaneous tnss- 
plantation of common duct and posterior pancreatic duet m dogs PaocreaUc 
diabetes 

One of Uie more unusual and at the same tune unfortunate 
surgical conditions which we are called upon to reheve is ct 
strophy of the bladder This condition is a congenital defect 
the diagnosis of which is to be made by inspection It occurs 
once in about 29 OOO births Five males to one female are so 
afilicted That the male generative organs are more complex, 
that defic enaes m the anterior median Ime occur most fre 
quently in the male, and that defiaencies in the posterior median 
bne occur with more frequemgr in the female sex, probably 
account for this di0erence The appearance is characteristic at 
the first glance In the pubic region where the symphj-sis 
should be there is a round red sascular projection of mucous 
membrane which becomes more pronnaent when the 
ones or strains On the front of t^ are the ureteral onfiaes, 
with drops of unne faltmg from them at regular intervab, 
abo\e » the hnea alba generally very much widened, so that 
the two recti are far apart, Wow is the flattened penis, with 
the urethral groove on its surface, and the opening of the pros 
tatic follicles, and on each side is a rounded projection caused 
b> the pubic bones, which do not meet m the rmddle line 
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urme Mill drain Trendelenburg 'Ml\ocnted the division o^ tlie 
sacro iliac synchondrosis from behind ind the gracluil ipproxi 
mation of the pubic bones by properly contmed splints until 
the sides of the cleft arc sufficiently close to be united The 
operation is performed during inlancy 

Since Maydl in 1892 first successfully transplanted the 
\esical trigon mto the sigmoid colon in n case of exstrophy of 
the bladder this method— in some instances modified has been 
folloued m lo2 cases collected from the literature and the 
2 cases which we show you today 

Of the total number 129 were males (live of adult age) 
25 were females (7 of adult age) 44 patients died — a mortahty 
of 23 5 per cent Deaths were attributed to pyelonephritis 21 
general peritorutis 8 chloroform narco«is 1 pneumonia 3 
hemorrhage 1 pulmonary embobsm 2 other causes 8 The 
functional results in 3 who recovered were good 

The longest period of observation of patients was seven 
years The originator of the technic reported 10 cases — an 
unusually large number 12 cases vvete contributed by seven 
American surgeons 

^\e are fortunate to be able to show you 2 cases today one 
of which we operated according to a modified Maydl and the 
other one was operated several tunes by plastic methods By 
this y ou can see the futility of the old method of attempts to 
form an anterior bladder wall by plastic operation 

Before showing these cases I will give you the history of 
another male case 

Case I — H L man age twenty years whose family history 
was negative had had no illness since childhood and always 
hved on a farm domg the usual work The disagreeable odor 
caused by decomposing urine prevented his attendmg school 
He could neither read nor write The extreme sensitiveness of 
the exposed bladder mucosa did not tolerate the wearing of 
trousers and a dark colored loose fittmg skirt reaching to just 
above the ankles was worn instead His gait was waddhng 
A cathetcrized specimen of unne contamed nothing pathologic 
Surgical treatment of this patient during bis earlier years 
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The tesucles maj be m the scrotum or m the inguinal canals 
and there maj be a hernia as well on one or both sides The 
thighs are widely separated &om each other, so that the gait 
IS waddlmg, and if the skeleton is exammed the obturator 
foramina are found to be smaller than normal the Qiac bones 
straighter, and the pubic bones separated by an inter\al of 
from 2 to 4 inches 

In the female the appearances are so much the <taTnp that 
sometimes there is a little difficulty in determining the 
The testes, however, or the body of the uterus, as the case may 
be, can usually be made out without much difficulty 

In older cases the skm becomes erconated, the surface of 
the projection becomes rough and granular from the constant 
fncbon and imtabon to which it is subjected, papillary growths 
sprmg up around the ureteral onficcs, so as to cause a sh^t 
degree of obstruction, leadmg to dilatation of the ureter and 
later involvement of the pelvis and secreting substance of the 
kidney 

An exstiophied bladder may become carcmomatous A fen 
have been reported The mortahty during infancy is 60 
per cent 

This congenital defect is best ezplamed on a mecfaamcal 
basis — an mtra uterme rupture of a completely formed bladder 
The first stage m the process is the closing up of the urethra 
causmg retention of imne The pubic bones at this time 
scarcely cartOagmous, and still unuoited, are kept apart until 
thev become hardened. At the same time the rectus muscles 
are kept apart, so that httle by little, by the intravesical pres 
sure of uime, the bladder presses against the abdominal wall 
and finally ruptures and forms adhesions to the borders of the 
split 

In the treatment of this ccmditimi many attempts have been 
made to reflect flaps of skm to cover m the opening and form 
an antenor wall for the bladder, of these, the most successful is 
^oods, but even with this, the greatest benefit that can be 
hoped for is the formation of a cavity which will retam unne 
for a 'hort time with the aid of an appliance into which the 
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A modified Ma>dl operafaon Tias perfonned in two stages 
The abdomen was opened through the left rectus muscle, the 
sigmoid was deh\ered, the bowel was divided, both ends were 
dosed and a lateral anastomosis was made with needle and 
thread between the proxnnal and distal segments at the lowest 
point possible The plan was to use the pouch above the anas 
tomotic opening — m the distal segment placed mediad — as a 
receptacle for unne Recovery was uneventful Ten days 
later catheters were placed in the ureters An mcision was made 
following the line between the stm and bladder mucosa, a 
catgut ligature was applied 2 cm distal to the interuretenc 
luie, the mucosa and musculans proximal to this was divided 
and the tissue grasped with forceps, the bladder flap was dis 
sected suffiaently loose to transplant without tension there 
was considerable venous bleedmg which was controlled by hot 
sponges and a few ligatures the vesical flap containing the 
tngon was trimmed to the proper size and wrapped in gauze 
The peritoneal cavity wras opened in the itudhne, the sig 
mold colon was brought up, a curved intestinal damp was 
applied to the pouch, the trigonal flap (requirmg a quarter 
turn) was apposed to the bowel the intestine was opened longi 
tudmally 3 S cm transplantation was made with a loop-on 
mucosa suture followed by Lembert stitches The cavity re 
sultmg from the dissection of the bladder flap was packed looselj 
with plaui gauze The laporatomj wound — endeavoring to cor 
rect diastasis of musdes — ^was dosed 

The patient returned to bed in fair condition, on the second 
day he was much better He voided urme by rectum every 
four hours He did not vomit or complain of renal tenderness 
In short the postoperative course was satisfactory until the 
seventh day when a sudden change was noticed He com 
plained of precordial pain his facial expression was aimous 
breathing difficult pulse rapid and weak temperature ele 
vated His condition became steadily worse and he died 
within a few hours 

A limited postmortem revealed a arcumscnbed peritonitis m 
the region of the transplantation there was no leak the tngonal 
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Fig 374 — Male Ez-tn]pb> of the bladder Belo'n lie umb I cal star the 
recU muscles are idel) separated * fibrous la><r betaceo them coders ui the 
ibdomina] caMty In the pub c rezion separated from the nonoaUlm by a ahite 
line a rounded nas 4ab>6cin issera itsrolor sataes from pale rose todarkied 
tie surface 15 irre^ulai or KTinkJcd gramilaruiiiatcbe The parts are co\ ered mUi 
slitne andcon Untly net iinlb odorous nnite TheurelersareseeD openmgon the 
surface of this mass bet teen snicous folds Theonfices d scharge jets of unoe at 
UJtervals S>Tnph) is pub absent a fibrous band 1 2} by 6 cm , connects the 
pubicbones there is complete epspad ns » hallow groove indicates the floor of 
iheurethra the roof Is want n- Testicles scrotum and anus are normal There 
Ssnohemia The pro-lale pUnd spalpaMe 

se\eral tunes proposed to the parents was rejected for \anous 
reasons A suiadal tendenq of late prompted the desire to 
seek relief now (Fig 37-1) 
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r g 375 — Female ETStropby of the bladder D asta a of rect mus les 
Above the \ agina sseenlbectstroph ed bladder 4 by 6 cm with urete al open tigs 
discharging urne ntermittentlv thistncLcsmsifrc tnt quant ty to keep the parts 
below always wet cosymphjs spnbs tbepnbcbonesarejo ncdby afibrousband 
deal age of cl tot 8 and lab am nora hypertrophy of the latter The lab a majora 
are sparsely co ered ath hatr The ceme (eroded enlarged and lacerated) p o- 
trudes beyond the ul ar ed e The result of loju j to pelvic floor s apparent 
No palpabl d sea« of adn aa 


\omited «e^eral times Gastnc lavage v\as performed The 
patient left the hospital mlivettceks pleased with her condition 
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flap and the bowel wall were of good color the ureters we-e 
normal the fcidne>'S were somewhat coa-ested there was no 
pus ^ enous thrombosis was apparent in the region eiaromed 
Considering the trauma to the large \ems encountered in 
the dissection of the exstrophied bladder and the cLnical course 
pjmonar) anbohsmwasprobabl} the immediate cause of death. 

Case II — e are pleased to be able to «how \ ou patient 
for her case is unique — the first instance according to th^ 
hterature m wKdi the patient was a mother 

Airs R. was twent)-srt 5 ears of age at the tune of operation 
now three and a half j ears past. She is the onlj member of her 
fam2) to ha\’e a congenital defect The greater part of he 
life has been «pcnt m the rural distncts She has ne\er at 
tended school and is unable to read or wnte Pnor to her 
marriage she worked as a domestic. To obtain emplo>-ment 
was difficult and her st3> m one place was usuall) bnef <:he 
has borne two childreo one l> li%'mg age four } ears the other 
died when four months o d \nule her condition was pitiable 
before she became a mother diOdbearing followed by prolapse 
of the uterus and \*agin 2 added much to her woe (Fig 375) 

At the first operation the cervix was amputated and the 
pel«c floor repaired- Reco\-en w-s satisfactory 

At the second op^tion (three weeks later) catheters were 
inserted mto the ureters The exstrophied bladder was di^- 
«€cted subpentoneallj to the required extent and wrapped m 
gauze- T^ pentoneal ca\it> was opened- The uterus was 
amputated at the corporocervical junchon. The o\-anes and 
tube were preserved- The ligaments were used in the best 
possible manner to anchor the stump The s gmo d colon was 
delivered and an mtestmal damp apphed The bowel was m 
oaed m the long axis 3 ^ fm. The bladder was brought in 
apposition with the colon no tension. Anastomosis and dos 
uje of the wound were surtHar to that previously described 
The sphincter was dilated and a rectal tube inserted Fo! 

this operation there was a moderate degree of shock 
from which the patient soon recoiered She raded uime by 
every three or four hours On the eighth day she 
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Tig 37S — Female Etsirophy of the bladder D astasis of recti mastles. 


trades bejond the saiKar ed-e Jhe result of injuiy to pelvic floor is apparent 
\o pall abk d sease of adn xa 


\omited sexeral tunes Gastne la\age t\as perfoimed The 
patient left the hospital in fixetteeks pleased with her condition 
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Unne was now retained four hours during the da^ , and 
caused little discomfort at night It l, now three and a half 
jeais since she was operated on She is able to attend to her 
household duties and complains of no discomfort General 
health is good Suieli the result m this case t> quite satis 
factorv 

C\SE HI — B\ wa^ of companson mth the modified Maidl 
operation thin ^-oung man ha* kindh consented to allow me 
to present him m order to show the result of attempts to form 
an anterior bladder wall b\ plastic operation 

^Ir G P age forti aeais Ife duTeis from (he two pre- 
ceding casem m that he la quite mteihgent ha\mg receued a 
grammar-school education For this he is desemng of much 
credit as we can all realize the torments and difficulties through 
which he paS'ed during his school daa's He has told me his 
«ton of the dLcomforts and tnals be suiTered and ^ct nothing 
na. done to alienate his sufienng until he was twcnti four 
Nears of age \t that time he plac^ himseli under the care of 
a surgeon and for one a ear remamed in the hospital during 
which time he underwent «e\en operations inth the result 
which Nou can plainli *ee What has been accompli-hed* Prac 
ticallN no thing escept that there is a small pouch (which holds 
a few drams of unne) with an opening at the lower angle from 
which the unne flows contmualh lie wears a unnal at all 
times and is Nen much inconvenienced He desires that we 
do something for him but with this immeii'e amount of 'car 
tis'ue It Is questionable if operation would be advisable 

The great objection laued to ihe Mavdl and other opera 
tions in which a portion of the intestmal tract is utilized for 
the urmarv receptacle has been that a cendmg mfecUon would 
occur During the pa t sh vears m a number of dugs after 
removing the major portion of the urmarv bladder we have 
transplanted the vr-ical tn"on mlo the colon Our earh at 
tempt- were occa-ionallv foUuwed bv latal penlomtis or pvelo- 
nephnOs Latterh the results have been quite sali-factorv 
and we bebeve bv proper technic thi- objection can be over 


come 
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The result desired m the surgical treatment of erstrophl of 
the bladder— a lesersoir for unne under control— is best at 
tamed b> the method ol Masdl or a modification of this pro 
cedure 



Tig JTe—PaVhoRigic specunen trran dtig ^ tending nfecton in a dog 
tenninalins {Ataily w wn days 'ILeHituteter a d tiled and l\ie teil kidney con 
tains pus No changes OB the r^l side 

associate Dr J J Moorhead will demonstiale some ol 
our research work 

In the bladder woik we hehefie that ascending infections are 
due prmcipalh to fault> technic This picture of a specimen 
ol kidneys uieters and traTi«plaiit removed ten dajs following 
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operation m which an intentional error of technic was com 
mittcd «ho\ishow the ascending infection occurred on that «jde 
and not on the other (Fig 376) 

I will show ^o^ se\eral dogs with a brief description of the 
operatiie work done m each case 

D{>g 1 — Female On February a 1916 the major por 

bon of the unnari bladder was remoied the urethra diMded 
between ligatures and the \esical tngon nnpLinied b% suture 
mto the colon. Lnne is now \oided per rectum, \o Q1 
effect has been noted 

This Is one of a number of dogs lued m our espenmental 
work on ascending reaaf m/eebon — with a *mii2ar result 

Dog ’ Alale Nine months ago the jejunum was di 
sided about S cm from the duodenojejunal flexure and agaui 
«ecboned lo an lower contiauit\ of intestinal canal restored 
bi end to-end «uture i obted loop (mesenten intact) washed 
with 2 hters of «terile water and the ends doed b\ in%erttng 
sbtehes the «ero«a of the loop abraded and the esduded ^eg 
meet of uite«tme attached to the inferior surface of the spleen 
b} a few mattress «uture~ 

A considerable quantib of fluid distends the abdomen— a 
common result m animab 'urviAing tins espenment otherwise 
the dog's condibon is quite sati.factor\ 

Dog J 'Male ‘^tember 4 191 Practicalh the 
same technic except that the do^ washed loop of intestine 
was attached to the mfenor surface of the hier No demon 
strable amount of fluid m the pentoneal caMtj This dog has 
manifested no 'ign of illness 

In artides pubU-hed recenth co-worker« and I showed that 
a do^ isobted loop of the jejunum wa..hed with stenle water 
and ether was compatible with life — about 6 per cent of the 
anmiak Operated upon ined mdefimteh 

In these dogs (No« 2 and 3) the nobted closed loop— washed 
with water onh — instead of bemg dropped into the pentoneal 
cant> was attached to the mfenor surface of the li\er or the 
Tj’een, with the expectation that the detoncatmg function of 
M-Cera would be called mto acuon MTiat is known ron 
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ceming the liver especiaUy encouraged this hope The con 
nection between the bowel and the hver or the spleen should 
lessen the danger of perforative peritonitis A complete re 
port of this original work will appear later 

Dog No 4 — Female Ten days ago the cominon bile duct 
and the lower or posterior pancreatic duct (the dog has two 
ducts) Here excised from the duodenum and transplanted into 
the jejunum I beheve this is the first instance in which these 
two ducts have been transplanted sucassfully at one tune 
Four or five weeks from the date of this primary procedure the 
duodenum will be extirpated 

That this part of the intestmal tract is essential to hfe has 
been long beheved and taught That an animal may survive 
complete duodenectomy foUowmg a diversion of the biliary and 
panacatic secretions into the jejunum has been the basis of 
considerable expenmentatiou The results thus far leave much 
to be desired 

Dog A 0 5 —The entire pancreas was removed from this 
animal three weeks ago The unne at present contains about 
5 per cent sugar The dog eats a good supply of food and 
drmks an abundance of water but is extremely emaciated 
Pancreatic diabetes — of which this is a demonstration— proves 
fatal within four or five weeks 




CLINIC OF DR CHARLES MORGAN McKENNA 

St Josephs Hospital 


A aiNIC ON GENTTO-URINARY SURGERY 

Sumnury Case I —Papilloma of the bladdei^tteatment liy excision through su 
prapubic route and r a diu m 

Case 11 —Kidney stone— diagnosis Operation— correct positron on the 
table the muscle-sphttmg inosioo through Petit s triangle— the use of fat to 
preveot postoperative hemorrhage 

Case III— Ureteral stone— diagnosis— temotal through the bladder vu 
suprapubic incision— method of drauuog bladder— the ngbt angled glass tube 
Case IV— Acute epididyinius— palliative versus operative treatmenL 
Tectmic of drainage of epididymis— importance rehevmg tension on tunica 
vaginalis and tissues of scrotum 

Before begummg our operative work tbas morning I would 
like to show you a case operated on in this cUmc lour months 
ago The patient, who was referred to me by Dr L A Beaton 
gave the following htstor) 

CASE I —PAPILLOMA OF BLADDER 
Mr W , fifty tTi 0 years of age Father died at the age of 
eighty one, mother seventy seven living and well, one brother 
forty five years of age 

He had the diseases of childhood Mamed twenty eight 
> eare Has three children living and well 

He never complained of any illness until sue months ago, at 
which time he noticed a few dFO{K of blood in his uime, and a 
few da> s later a httle more blood was noticed on finishing urma 
tion He consulted a pbysiaan who gave him some medicme 
About two weeks later be had a considerable hemorrhage from 
the bladder, at which time he was referred to a physician who 
gave him fulguration treatment three times over a penod of 
two and a half months A week ago he had some hemorrhage 
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The patient put to <leep with gas-ether anesthetic. On 
opening the bladder a Urge papDloma oauld be easil) recognized 
on the left nde of the bladder, inNohmg the left ureteral open 
mg The diameter of the upper surface was about li inches 
The pedicle was about i to | mch in diameter The e\ideDCe 
of the fulguration could be seen about the base and a little 
toward the upper surface. It was e\Tdcnt that the tumor couM 
not be remo>‘ed without injuring the ureter on this tide 

An inasion was made directlj o\er the ureter on that side 
of the bladder, about 1 1 inches awaj from the base of the tumor 
The bladder was careful!) dissected and the tumor tna« re 
moved The ureter was loosed about J inch awa^ from lU 
orifice Chromiazed catgut was introduced into the distal end 
of the ureter, which was used for transplantation later on in 
the operation. The transplantation was east]> made to the up- 
per angle of the bladder mosion. The bladder was closed m 
the ordinal) wa) and a fasl) stiff rubber tube, | inch m diam 
eter, connected with a ngbt angled glass tube, was used for dram 
age The tube was pla^ at the upper angle of the skm inosion 

The wound heaW with pnmar) union up to the tube The 
drainage was ^eslo^Td on the fifth da)- when ladnnzi was m 
troduced b) means of a hgbted c)-5toKope It was easy to 
introduce the radjum into the deepest part of the mosion b) 
thK means The radium was allowed to reniam m the bbdder 
se%-enteen and one-half hours, when it was remo\ed by the 
nurse 

I would like to mention here that it b impossible to do good 
bladder and kidne> surgery without haimg a well trained and 
eipenenced nurse B) an ‘ eipcnenced nurse ’ I mean one who 
IS f^TuPiar with the handling of this dass of cases V\hen the 
nurse is not espeaall) interested in the outcome of the case the 
patient ne^'er does well I cannot sa> too much about the 
after-care of bladder cases The) need special care, and the 
first four or file daj-s usuaDj deteimmes the outcome of the 
patwat This is i ery noticeably true m prosUtic work. These 
patients, )ou know, arc all old people They haie bad con 
ciderable shock from the operation and a wet bad-smcllmg 
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dressing over the abdomen is very objectionable to the patient 
and if he is in a ward coinplamts from other patients often 
arise I have made it a jMractice for some ttfoe to have the 
same nurse and whatever else you do take care of ths after 
dressings yourself No one is more interested m the outcome 
of the case than the operator and to get good results it is most 
necessary that the operator or at least a very closely assoaated 
assistant look after these cases once or twice a d^y 

■\ou can see from observation that this maJi is very well 
nourished He complains of no trouble on urination and has 
no blood m his urine He has gamed 21 pounds m weight 
2 pounds more than be has ever weighed in h 5 hfe He is not 
troubled in getting up at nigbt and sufieis no pain We will 
cystoscope bm now and see the condition of the bladder 

Yo\i notice that the patient tcletates about the norma-l 
amount of fluid in. the bladder without discomfort The nght 
side IS perfectly normal The left side where the dissection 
was made is perfectly healed but somewhat red The unne 
can be seen coming from the left ureter On the whole I think 
the bladder looks exceedingly well 

CASE n— KIDNEY STONE 

The first case we wiU operate this niomm| rs a large silent 
stone in the left kidney This patient was referred to me by 
Dr L A Beaton I will ask the intern to read the history 
History — E twenty two years of age Mother hvmg 
and well Father died six months ago from apoplexy Two 
sisters and one brother living and well One sister was oper 
ated on two years ago for stone in the right kidney 

The patient says that he passed a stone through the lu-ethra 
about four jears ago and has not had much pain since One 
week ago be had a sharp pain in the region of the left kidney 
which radiated toward the left leg and down the left groin and 
leg He passed a few dre^s of blood He has had no pain 
since that tune 

Dr McKenna Three days ago a cystoscopic examination 
was made and the bladder looked normal The ureteral orifice 
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abo appeared normal A shadowgraph catheter was intro- 
duced and an x ras picture made A large silent stone can be 
seen in the picture The stone fills the entire pehns of the 
kidne> and has some projections down into the ureter The 
cahces of the kidney arc fairlj well outlined and may ffintam 
part of the stone although Dr Trostler the x ray man is 
inclined to behcA-e that the Lidne\ is filled with a number of 



Fig 37 M!)bliqueltunbwuas>aaeipauacPebt>Ui<agIeu<]mii£debordei3,tbe 
vpant as of irtucfa cbanctetucs tbeapprotch to tlie kids^ cued la tbu case 

stones ^ e will bear that in muid until the bdne) is 
opened 

In bringing m this case you will obser%e that the patient is 
in perfect position to haie the tqicration made He is on the 
n^ht « de with speaallj made Moulder braces to keep that 
of the body m position The center of the table is well 
elevated so that the left ' de on which we are to work is well 
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in I think, it necessary to have these details worked out 

because it sa^es so tnuch tune m the turning and handling of 
the patient after he is asleep The table is so constructed that 
these straps hold the le^ in position so that it is a much better 
table to work on than a flat one requiring a number of sand 
b-igs to hold the patient in position 

The inosion is made imaUel to and midwav between the 
last nb and the run of the pelvis e have exposed the muscles 
so far without using an artcr> damp (Fig 377) I am going 
to divide Petits triangle By doing this there is but httle 
hemorrhage and 3 ou mil See the ease with which the kidnex 
can be palpated \\e will have to elongate the triangle m 
both directions We are now down to the peruenal fat This 
s alwaj s split completely so as to make dchvery easy I pre- 
serve t.he fit aa xt carv be used to consvderable advantage later 
on u the operation With a piece of dry gauze I can readily 
separate the fat of the upper pole from the kidney (Fig 378) 
hut the lower pole seems to have quite a number of adhesions 
These will gradually come off I beheve by lust tabng a httle 
tune and making a slow dissection (Fig 379) It f>o.yi to spend 
some tune when adhesions ate present because the kidney can 
be dchxered so much easier afterward On puttmg my hand 
m the cortex of the kidney the stone can be easily felt It 
seems to fill the entire pelvis and parenchyma I think it is 
the largest stone I have ever felt m a kidney Great care must 
be exercised m delwcting the kidney or else the stone wiU break 
through the parenchyma thereby destroying the kidney sub 
stance and leaving small particles of the stone in the kidney 
whith m'll only serve as a nucleus lor other stones By cutting 
down on the stone throu^ the parenchyma we will have space 
enough to enucleate the projections of the stone out of the 
caliccs You noUce wc have exposed the body of the stone 
with the edges stiU intact which can be easil) removed through 
tie masion Each cahx is fiQed and a projection of the stone 
about } inch m length is m the ureter We wUl ha\ e the spea 
men measured and weighed (Fig 380) 

In closing the kidney wc will wake use of the faUj capsule 
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A layer of fat is placed in the inasion of the kidney A «uture 
IS put through the kidney wall and also the fat I might men 
tion here that neither the paUent nor his family would consent 
to haMHg the kidne> removed Smce the upper pole is in good 
condition the kidney is allowed to remain The one thing that 
we must consider is postoperatiae hemorrhage Fat inserted as 
It IS here serves as a natural packing and will prevent bemor 
rhage It is not uncommon to have this class of cases suffer 
from severe hemorrhage after the operation This may occur 
at any time from the day of operation to three or four weeks 



F g 380 — Spec men remo ed it filled ent te leual pelvis iMlh project om into 
cal CCS 

after 1 had one experience of a severe hemorrhage three and 
a half weeks after operation The patient had gone home ap 
parentlj recovered from the operation when taken with this 
terrific hemotThage She was immediately brought to the hos 
pital and the kidnc) removed In that case no fat had been 
used to arrest hemonhage and the infection around the stone 
present at the time of opervtion had cont nued until enough 
necrosis had taken i lace to produce the hemorrhage 

In this case today three s.wtwres ate that are necessary 
to close the k dnci The titty capsule is brought up over the 
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Mother still liMng T^\o brothers li\ mg and ell One sister 
ali\e Fi\e children in familj dead 

Past Bislory — Had bladder trouble smee a child Unna 
tions very frequent ^\ith continuous pam on left side This 
pain is dragging m character intermittent and recurs about 
once or tivice a month Some pam experienced on urination 
Had an operation ti\o years ago for papilloma of the bladder 
Had another operation one veai ago for groavth ui the bladder 
Still continues to ha\e pam on the left side and has had no re 
lief from the operations 

Present Complamt — ^Two •weeks ago the pain started in the 
left grom radiating through to the left kidney The pam is 
dull and aching in character continuous increasing m se\ enty 
on coughing and upon unnation There was some burning pam 
in the urethra durmg urination The patient must get up five 
to SIX tunes nightly and urmates often during the da> 

Urinalysis shoars blood and pus Skiagraph shows a light 
shadow about Ij inches aboae the bladder We have had a 
number of pictures made and the same shadow is produced 

On cj-stoscopj the right ureter is normal but the left ure 
teral orifice and bladder wall are much pouched into the blad 
del Scar tissue can be easily recognized on this side The 
corresponding side is aery much reddened and inflamed On 
catheterization the right kidney shows normal unne whle on 
the left side the catheter can only be mtroduced about J mch 
and a wax tipped bougie shows an mdentation on the cath 
eter tip 

Functional test was not done on this case as the diagnosis 
IS complete without it 

Operation We will go about this case in the same way as 
we do in a suprapubic prostatectomy The bladder as you 
notice IS well filled with water for distention This brings the 
bladder well up in the penvesical space and will make it much 
more easy to e'vpose the bladder and push the pentoneum up 
We wall now make a median ibqsiod and expose the bladder 
through Retzius space \ou will note that we spend some 
time pushing the peritoneum back from the bladder wall and 

OL. J— 6s 
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kJdne^ snd a afrarette dram placed down to the parenchyma 
e wtU DOir doee the muscles three or four sutures are plenCj 
for this purpose (Fig 3S!) I remember a few y ears a''o twenty 
or thirt) sutures were used for closing but at that time the 
musde-cuttuig operation was uced I cannot place too much 
emphasis on the adyantageof the musde-^plit ting mo-iofl which 
we noyy use It makes the work «o simple and the patient feels 
perfectly comfortable afterward The patient will not fayor 



To 5Sr — Closure ol muscte-^plirtui too- n 'o nu 1 nuirber of suares 
requjrnt 


thi-. side and at the time he leaye> the ho'pital will walk 
natural]} The dram will be remoyed n twenty four hours and 
after that no other dres'ings are aece- arv 


CASE in. — DRETERAL stone— hy Ds. 1\ BciitEisiti 
I will haye the history of this case read 

Mr J R forty two years of age admitted to 

hcrpiUl 'eiCT days ago Father died of softenmg of the bram 
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Urge stone I have no trouble in gettmg the forceps on the 
stone, but it is so enclosed in the cavity that it is difficiJt to 
remove it without destroying the bladder wall I can bring it 
to the edge of the orifice. Now give me a long forceps so that 
I may get a better grip Yon notice that with this forceps the 
stone does not slip away from our grasp This stone is at least 
\\ inches long and ^ inch in diameter (Fig 382) It is conical 
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■ne also spend some time cleaning the fat off the bladder vrall 
bciorc opening This ts done so that a better cleavage can be 
obtained on the margin of the bladder when sutunng the blad 
der together again Tt also does awa> with necrosis of fat 
tissue and sloughing in the repair 

The bladdc" nail ij now opened with a fine bistoun and a 
df) bp «ponge is placed o\er the opening while the assistant 
releases the catheter which is still in the bladder through the 
urethra This allows the water from the bladder to flow off 
into a bas n and keeps the abdomen perfect!} dr^ and the field 
clean The bladder opening is made a little longer «o as to ex 
po<t the trgon I now illuminate the bbdder with an clectnc 



Vg 381 —X retewl ‘iMt remo «<1 throueb the t> »dder 


light This electric lamp has been stenlized and can be used to 
good adiantage m the bbdder casit} The left ureteral orifice 
is \eri much dilated and pus i« getting from it in about the same 
na> urmedoes This shows that the kJdne^ is functionating on 
that «ide e can see the ®car of the p*«Mou« operation m the 
bbdder wall I now mtroducc a curved probe into the ureter 
to see if there is a stone present \ou notice how the pus flows 
out after the probe has been introduced There stems to be a 
lax"C ab'cess m the ureter I can easih feel the stone with 
the probe e will enbrge the ureteral onficc and tr} and rC' 
moxe the stone with a curved forceps made for that purpose 
Tbe stone seems to be conical in shape It seems like a very 
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sleep very readily as jou see under gas and the operation will 
be continued with an ether anesthetic As I make the incision 
through the different layers it sounds a great deal as though 
I were cutting leather under tension This tension has been 
causing most of Ins pain We are now down to the tunica 
vaginahs It is markedly hyperemic We will make the in 
asion m the tumca just the same as though we were doing a 
hydrocele There is about an ounce of fluid around the testicle 
Now we will expose the globus mmor The epididymis is very 
much swollen By takmg this straight sharp bistoury and 
m akin g a small inasion m the globus mmor a few drops of pus 
can be expressed (Fig 384 1) Yes I would say there are about 
5 or 6 drops m this case We will now introduce a small gutta 
percha drain m the lower pole (Fig 384 2) and the operation 
will he finished m the same way that a hydrocele operation is 
done and will do away with any fear of a hydrocele returmng to 
this patient (Fig 384 3) 

A point that I would like to make clear to you gentlemen is 
this that the masion for acute epididymitis is always made on 
the side of the scrotum opposite to the epididymis This is 
done because of the great amount of pressure from the fluid 
around the testicle and the great tension of the various layers 
of fasaa between the tunica vaginalis and the skm I tried 
some years ago makmg a small inasion mto the epididymis and 
inserting a dram The result was very successful as far as 
removal of the pus was concerned but the patient was not 
entirely reheved of the pam We find that the patient suffers 
as much pam if not more from the tension of the vanous layers 
of fascia with fluid in the tumca than he does from the epi 
didymitis itself This of course is due to the infection commg 
directly from the epididymis through the rete testis proper into 
the testicle thus producing an ordntis I mention this par 
ticularly because m this case the patient will be entirely re 
lieved of pain on awakening and will have no more suffering 
The dram will be removed within twenty four hours and the 
patient discharged on the second day 

I bebe^e if tlB operation iteie earned out more frequently 
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tie pemesical space \ou notice m sutunng the bladder that 
we nm a double row of sutures from the lower margm of our 
iBCisjoQ up to the top Tlus is dcme to male the bladder wall 
water tight Ve will <uture each lajer up to the stm ■very 
closely so there will be no retuaming spaces la this waj 
prmiaiy muon is easOy obtained and the patient has no more 
discomfort from the dram than he would m an) other abdominal 
case tte now introduce a glass tube bent at a ngbt angle 
into the rubber tube in tbe bladder, carrying the tube well 
down underneath the slin (Fig 383) Much harm is often 
done when the glass tube is not earned far enough below the 
«km because the glass inside the rublwr will bend the rubber 
upon itself and cut oS the dow into the jar outside In this 
way the dramage from the bladder is forced through the stitches 
and a general infection takes place which keeps the patient in 
the hospital much longer under the most disagreeable condi 
boss and retards muon for some weeks Vt e therefore spend 
much time m seeing that perfect drainage is established wbch 
not only helps the patient but also does away with much at 
tenbon in the after treatment 

CASE rv^ACOTE EPiDiDT^nns 
This man has been sudenng with an acute epididymitis for 
the past three daj-s The doctor m attendance has used all 
the palliab\e means without success and the joung man is 
complaining of excruciating pain- In an article written some 
t^Tne ago I said that all acute epididymites were divided into 
two classes— se> ere and non severe Tbe non severe will yield 
to palliabve treatment such as the different kinds of salts 
elevabon etc., while in tbe severe cases surgical procedure is 
alwaj's necessarj \ou notice that this man s scrotum is vei> 
much swollen and red and the tesbcle is veo tender on pres 
suxe I would hke to sa> before operating on this case that we 
£nd that this man has not only an inflammabon of the 
epididjmis but also a begmnmg l^droccle 

The patient wiU now be put to sleep and an anterior mosion 
made in the nght «ide of the scTohnn The pauent goes to 
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that -we would have fewer cases of stenbty You know where 
suppuration is allowed to go on from day to day the patient 
not only suffers severe pain but an occlusion or blocking takes 
place m the globus minor thus producing permanent stenbty 
I have bad occasion to do a number of short arcuitmgs of the 
vas deferens with the epididymis in order to produce fertihty 
This has been done with some degree of success but it is dif 
ficult at tunes to find a field m the epididymis where you get 
free hving spermatozoa 
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PRESENTATION OF PAHEHTS TREATED BY RADIUM 
FOR HEMORRHAGES DOE TO BENIGN CAUSES 

Similar^ Rut] um a ipcciGc cure for hcmofrhaffe tt tbe menopause with certain 
exceptions it is not suitable for treatment of fibroids— necessity of further ex- 
perience 

July 10, 1918 

I wiu. present brief TC]K>rt5 of cases and then make com- 
ments on the use of radium for hemorrhage from the uterus 
due to benign causes 

Mrs B aged forty mne, has been bleeding for the last year 
each month for ten or twelve days Otherwise well Exam- 
ination shows utcius icltoflcxtd, about twice as targe as nor- 
mal, with a small fibroid m the left horn 

On March 20, 1917, 50 mg of radium were inserted into the 
utenne cavity and left for twenty four hours Very little con- 
stitutional disturbance resulted from its use Tor the following 
two months she had scant menstruations, none since 

Examination now shows uterus senile in size and no tumor 
palpable, no menstrual discharge for fourteen months A cure 
has resulted The radium apparently saved her from hys- 
terectomy 

Mrs W C B , aged forty four at time of examination, had 
been flowing profusely for one year Hemorrhage at times 
lasted from thirty to forty days She was otherwise well ex- 
cept that she was anemic 

Examination showed a uterus about one and a half times 
normal size Diagnosis was menopause hemorrhage due to dis- 
turbances of the ductless glands 

Novcmbci; 9, 1916, treated with 50 mg of radium for twenty- 
four hours Very little constitutional disturbance resulted 
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Miss LEM, aged forty, ulenne fibroid size of a three 
months’ pregnancy Hemtffrhages 

Treatment, 50 mg of radium for tnentj four hours on De 
cember 31, 1917 There has been one scant menstruation 
since The uterus is about normal size There is \ery httle 
disturbance except for hot flashes There are one or two small 
fibroids, i to 4 inch m diameter, to be felt in the anterior wall 
of the uterus 

Mrs N , aged forty one, hemorrhage at menopause This 
patient bad received three senes of x ray treatments for hem 
orrhages, with httle or no tchef 

May 11, 1917, treated by 50 mg of radium for twenty four 
hours She has had no bleeding since and js cured 

COMMENTS 

These cases which are selected at random, indicate that 
radium is a speafic treatment for hemorrhage at the menopause 
One can, with almost complete certainty, expect a cure with one 
treatment With proper screenmg there is no danger from 
1200 mg hours of radium m the utense ca\ity In our expen* 
ence the chief constitutional disturbance is nausea and vomiting, 
and this is often considerable following the radium insertion 
It almost m\anably disappears upon removal of the radium 
The saeenmg generaUy used is 1 nun of brass covered by 
thick rubber We have used pbUnum and gold, but find no 
advantage in their use, except the screen need not be quite 
as thick and consequently, docs not require as much dilatation 
for msertion A gas anesthesia is generally necessary for dila 
tation and exploratory curetage 

The dangers from infection should be considered about nega 
tive We, however, had one instance where the patient after 
rctummrr A., . _ . _ - resulted m 

to a latent infec 

In cases of fibroid radium is well adapted to the treatment 
of small fibroids in women near the menopause In younger 
women it is better to remove the tumor than to destroy the 
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One moderate menstruation on the following month and none 
Since Tie patient js cured 

Mrs B C , aged thirtj-se\en, had a nght oophorectorn} 
and double 6alpmgectom\ three jeam ago Curetage for hem 
orrhage I\o^ember I9, 1917 Some impro\emeat followed 
curetment 

F.xanunatioa showed utenis nonnal m 'ize and position 
With a large cj-stocele and rectocele 

January 4, 1918, ezploratoi^ curetage and “adx-ancement 
operation ’ for q'^toccle and penneoirhaphx Insertion of 50 
mg of radium for twcnt> four hours There was considerable 
bleeding for two months following the use of the radium- Smce 
then she has had amenorrhea Piagnosis was metntis result 
mg from an old infection Without radium she would haie 
required a hj’sterectoin) 

iirs F C, aged foft> two was cuieted one > ear ego for 
hemorrhages Has had eacessnemesstruabons for four jeais 
Exammabon «howed a shgbU> enlarged uterus otherwise 
Begab>e Diagnosis beffiotThage of the menopause 

Febniajj 19 1917, radium treatment — oO mg for twentj 
three hours Had one menstruation the following month which 
lasted for two or three dax-s Since then there has been no 
f ow and the uterus has become «ende m size 

Mis \ D aged thirt> -eight first *wn AprD 29 1918 Two 
^■cars pre\ncji,sl) had a m' omectoro^ Since operabon has bled 
almost contmuousl) at times profuselj Has become ^cr> 
anemic 

Uterus IS very «lighth enlarged and probabl> contains some 
cTnall fibroids but none are palpable 

April 29 1918 treated *4) mg of radium for twentj foij^ 
bouis There was a large amount of bleeding which was faulj 
constant for two months foDovnng the treatment Smce then 
there has been no blcedmg and «be seems to be cured A1 
thoU^ the radium has probabf) made it unnecessarj to do a 
bxsterectoEij , the amount of disturbance and incon\emence re- 
sulting from the hemoirhage suggests that a hjaterectomy 
would prefetabVe W the of tadiwsn \n her case. 
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AN OBSTETRIC CLINIC PRESENTATION OF 2 CASES 

Summary Argument for the loducUon of labor at term — the co mm on objections 
not well founded methods estimating size and weight of the imbom child 
the Voothees bag — technic of its use— its snpenonty to the catheter and the 
pack the place of pituitnn — its dosage and uses a case for cesarean section— 
the indications — the technic — advantages of dehvtnng the uterus before in 
esing It 

June 10, 1918 

The first case to which I want to call your attention is 
rather ynorthodox and, consequently, is entitled to mote dis 
cussion than usual 

The induction of labor at tenn is comparatively new, and 
the question that at once comes up in your minds is, Why 
should we induce labor at term? The reasons for inducing 
labor at term are four, and any one of them in my opmion, 
IS a suf&aent wanant for the operation The first reason is that 
the child IS mature at term while the onset of labor is always 
acadental Now it is no more justifiable to leave the child 
to fall by acadent than it is to leave npe apples on the tree 
instead of plucking them We do not leave an apple to the 
dunce of impairment or to the injury that occurs when aca 
dentally dislodged neither should we abandon the child to a 
similar fate 

Second the child should not be allowed to become post 
mature Why not? Because the child puts on fat m the 
uterus just as an adult puts on fat after he reaches maturity 
Fat is a degenerative change Fat is a sign of greater intake 
than the s>-steni has demand for The child puts on weight at 
the rate of f pound a week after matunty It grows only at 
the rate of | cm a week dutmg the same period of tune This 

*037 
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function of the ovTines bj radium In large tumors the dangers 
of a nustaLen diagnosis, of mahgnancy, and of mtrapentoneal 
comphdtions make them poor cases for radium Radium is 
also not ^ell adapted for submucous or subpentoneal fibroids 
The amount of bleedmg which results occasionally from fibroids 
after the use of radium is a deeded objection to it The amount 
of bleedmg is sometimes so much as to disturb the pabentmore 
t han does the usual hj’sterectom) 

It is necessary to have further erpenence with the use of 
radium m fibroids before definite statements can be made rela 
tive to Its mdications m the treatment of fibroids 



moTnmg to nigtit Sbe passes thKnigb. a safe delivery at the 
close of the day and he has not been interrupted by other calls 
The woman has had his care and attention all day All these 
things — the patient muse ho^ital and doctor — are benefited 
as you can readily conceive irom your experience by knowing 
exactly when labor will begin and ordinarily within a variable 
period of about two hours we can say when the labor will end 
so that any one of these reasons is in my opmion a justifiable 
indication for the induction of labor at term 

Now m your own tmnds you have been quietly raising ob 
jections and there are objections The objection that we hear 
roost frequently and the objection that comes to us from the 
laity and from medical men alike is that the process is contrary 
to nature It is contrary to nature because nature is careless 
and indifferent Irngation is omtrary to nature but it is more 
felicitous than ram Is not the opemng of an appendiceal ab 
scess also contrary to nature? The abscess will open m tune if 
left alone True but it may open mto the peritoneal cavity 
into the colon or into the rectum but why leave it to do so’ 
The progressive doctor will open that abscess at once and avoid 
all the acadents that come when nature takes charge of the 
case That same man nho is careful m the matter of the 
appendiceal abscess often refuses to accept the doctnne of in 
duction of labor at term He evades his responsibility 

Another objection has been raised which to us was very 
important and caused us much anmety and that is the dan 
ger of infection which of course c»mes into the minds of 
all of us The danger of mfection was at first the most vital 
menace that we felt What are the diances of mfection? If I 
preface my remarks by saying that we have had no mfections 
that we ba\e had no temperature of more than 100° F in some 
thing like 250 cases wherein we have mduced labor except where 
it could be accounted for by breast conditions or other glandular 
involvement and of these only a few then you will understand 
that this has become more or less of a stationary issue with us 
Infection we behexe is theoretic rather than teal as an objec 

tion WTiy? Because the woman s labor is so short that her 
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means that the child will probab^ put on 3 or 4 pounds before 
the acadental onset of labor WTiat is the result’ It 
that an untisuall\ large child is dn\en b\ unnecessaiil% severe 
pains through a poorlj dilated passage and one that is extiemel} 
hard to dilate It means that the child will pensh m manv 
cases as a consequence of the <e\ ent} of labor It means that 
the mother will sometimes pensh that she often will be badly 
mutilated and that <he will in all cases be exhausted and her 
con\-alescence will be lengthened b\ the protracted character of 
her labor Therefore we do not and should not allow the 
to become oxermatuie 

Third it shortens the duration of the labor \\e haie 
demonstrated clearh m our work at V\csle\ that the ascrage 
duration of all mduced labors whether pnmiparz or mulijpars is 
«ricn and a half hours This is a gam of from sis to ten hours 
in the duration of labor a \er> Mtal pomt when we consider 
the danger to the child in long labois and the dangers of matersal 
exhaustion The Erst «tage is shortened from four to su hours 
the <eoond stage from a few tninutes to <e^‘e^aI hours depend 
ing upon the case 

Fourth It IS a matter of comeniencc Now that seems irra 
tional ^Tij should we induce bbor as a matter of eon^•em- 
ence’ Because as Adam ^nght of Toronto said m defense 
of mduction of bbor If it is less harmful to interrupt bbor 
than to allow bbor to go on then we are certainlj justified in 
«:eemg that bbor is begun To the woman who is workmg 
and who is compelled to gii e up her work at an uncertain tune 
and go to the hospital it is a matter of economic importance 
To the woman who is not worLmg and who must engage her 
nurse at a certam date it is a matter of importance to know 
when the nurse should be engaged To the hospital it is a 
matter of expense to know whether a woman will remain in the 
hoi^e for six hours six daj-s or six weeks To the doctor it is 
a matter of prime importance to know that on a certain day his 

will delner to know that on a daj appointed and in the 
morning his pauent wfll go into bbor and to arrange so that he 
has nothing else to do on that occasion but lake care of her from 
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bipanelal diameter Wc toke xiith the calipers the occipito 
frontal measurement of the head and by a senes of deductions 
which we ha\e carefully worked out varying from U to 2| cm , 
we come witbn ^ cm of the fnpanetal diameter Now when 
we realize that the bipanetal diameter can come through the 
peKac brim when it is at least one-half and sometimes a full 
centmieter larger than out calculated measurements then we 
can be sure that wc have measured appro'omatelj enough the 
size of the fetal bead All of this has a beanng on the ma 
tunty of the child 'We do not induce labor on prematuie> 
babies know that mature babies weigh between 6 and 
8 pounds and therefore we can assume that of all babies that 
are born weighing more than 8i pounds 71 per cent are post 
mature as v Winckel has shown 71 per cent have gone over 
tune 71 per cent have clung to the mother until overfat until 
fatt> degeneration has set m It is a sign of postmatuntj and 
beginning degeneration that should not be awaited 

We have found then as objections (1) contrary to nature 
(21 danger of infection (3) danger of a premature child and 
now (4) the possible dislocation of the presenting fetal parts 
Tbs objection is more theoretic than real In our erpenence 
we have not been able intentionally or otherwise to bring about 
a change in the presentmg part by the ordinary use of the bag 
The head seems to follow the same rules when the bag goes 
dowTi as those which determine its position m the first place 
It follows the bag down in exactl} the same way in wbch it 
enters the pelvis without the bag We have tned on several 
occasions to convert an occipitoposterior position into an oc 
apito anterior position when the bag has been m place In 
on]) one instance that I know of did one of our promment 
obstetnaans succeed m changing the position of the head In 
tbs case he earned the bag m and produced a face position out 
of what was a normal ocapito-antcnor one I have always 
behoved he was trying to insert the bag into the fundus instead 
of into the cemv because I cannot understand how a bag 
inserted m the cervix with even moderate skill could bring 
about such a radical change in the position of the head 
vou »— 66 
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resistana is tuumpaired She comes out of labor m an average 
penod of se\ en and a balf hours, and her tissues are in condition 
to resist all kinds of infectious agents In our first cases ire 
religiously made smears of the cervax and of the vaginal sur 
faces in every case and we found streptococa, staphjlococa, 
gonococa, and other germs, and we went ahead just the same 
though with fear and trembling We got no temperature be- 
cause, as -we behev'e, the shortness of labor makes the woman 
resistant to infectious organisms If these same women had 
had protracted labors, whether induced or not, it is highly prob- 
able that the pueipenum would be complicated by a tempera 
ture — at least in some cases 

Another objection was the danger of prematunty All of 
us have been taught and believed that whDe we could measure 
the pelvic bnm to advantage, we could not measure the child 
Now we know that we (cn measure the child, and m all cases we 
do measure the child, and in oil cases we know the exact length 
of the child, the probable weight, and probable bipanetal dt 
mensiona. \Se presume a child bom at term to be from 49 
to 51 cm m length, that it weighs approximately 7} pounds, 
and that the bipanetal diameter is 9| cm We can get the 
measurements which give us these dimensions with the utmost 
ease and certainty By Ahlfeld’s method we measure from the 
breech of the child to the upper border of the sympbj’Sis, de- 
duct 2 for the thickness of the abdominal wall, and multqily 
by 2 to allow for the extension of the bodj In 100 cases that 
we have examined the largest error made was 2 cm. UsuaDj 
we come withm } cm. of knowing the length of the child wbcb 
IS approximate enough. 

Second, we use hIcDonald’s method of measurmg the uterus 
By putting one end of the tape on the sjmphj’sis and the other 
end at the height of the fundus of the uterus, we are able to 
get out etimatc We usually get 33 cm. Spiegelberg and 
Vaimer have maintained 33 an to be the normal height of 
the uterus at term, but for our purpose 35 cm is safer We 
have found that the height of the uterus at term wDl varj from 
33 to 35 cm 'Iben tlaoe » mtliiod of ostnaatmg the 
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tween the membranes and the uterus (Figs 385 and 386) In 
the operations which we have done we find about 3 cases out of 
lOO where an anesthetic is required That means that the 
great majority of these cases are affected rather b} nervousness 
than b> the pain of introduction 

Case I — I\ov\ jou see the gieculum is introduced as gentl> 
as possible The upper edge of the cervix is seized with a 



Tg 386— Voohecs Hg n fhce and f>Ic{ to c pac t/ w th lyeol solut on 

double tooth tenaculum and pulled down The finger is intro 
duced to assure us as far as possible of the location of the 
os Ordmanl) the bag goes in with considerable ease but there 
IS resistance on the part of this patient due to nervousness 
It lb an error in technic to rupture the membranes and it 
would not have occurred in this case were it not for the restless 
ness oi the patient ■\\ e rupture the membranes in possiblj 
2 cases out of 100 The Pean forceps are now unlocked and 
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a word as to the technic \\e use m nearh aU our cases 
the Voorhees bag No 4 which is as ■nou «ee, a flat topped 
fabric bag With the old elastic bag of Carl Brown the ease 
with which the head could be dislocated was considerable 
With this bag, which is inelastic and flat topped, it is not pos- 
sible to dislocate the head In arranging for the insertion of 
the bag we pull out the end of the bag and then roU it up lie 



Fi- — Tjchmc of mtrodnctitw of \ oorhm baj: 

a Cigarette as as po« ible W e ha\ e as a consequence a 
c\linder-5haped structure which has a hard sharp cone-«haped 
point of resistance in frcmt Ordinari]\ such a bag will be 
earned into the ccrv-ir without an\ great difficult^ The bag is 
«eized with a pair of Fean forceps and la introduced ordinanl) 
without the u«e of dilatation or chloroform It is earned read 
flj into the cervu and up — if necc'sarv — be«ide the head be 
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rupture of the uterus pituitnn and \\e do not believe that 
a ruptured uterus can follow the of pituitnn m a normal 
woman if there is no obstacle to the delivery of the child, if 
there is no pelvic contraction and if there is no cervical ngidity 
and if there is opportumt> for the child to advance With this 
dose we get a much better eficct than if using larger doses 
\\ e do not get the tetame arntractions of the uterus In this 
case today it is the second child and vve sometimes have more 
difficulty than with the first because of uterine inertia 

tVhen vve first began the use of pituitnn we used the full 
ampules of 30 mm Some men used two or three ampules 
With 30 mm ^ou get a strong almost tetanic contraction of the 
uterus lasting tvvent) five minutes You can conceiie the ef 
feet of such contraction on the circulation of the child We 
hebeve that unth the smaller doses we do not cut off the circula 
tion We make the injection straight into the deltoid muscle 
We frequently get very good results with 2 or 3 mmups 
Finally, m certain cases we find resistance to the insertion of 
the hag It is usually the internal os that furnishes the re 
sistance to the bag rather than the external os In the case 
before >ou we had no trouble with the mtemal os but \ve 
had some trouble finding the external os which was tom and 
expanded 

Question What is the advantage of the bag over the 
catheter? 

Dr Reed It is quicker cleaner and more effiaent I have 
no objections to the methods that may be used by others such 
as the catheter or the tamponmg of the cervix with iodoform 
gauze but my cxpencncc has demonstrated that the bag is 
more satisfactory The bag is a mechamcal dilator to the canal, 
while the catheter is not It prevents rupture of the mem 
brancs until the time comes for the membranes to rupture 
spontaneously 'iou will get a dilaUtion of three or four 
fingers m three hours and twenty minute Wth the catheter 
or paiijng of the cervix wexvould get an inauguration of labor 
m from to twenty foot hours hieanwhile with the 

bag the case has delivcretl Furthermore the danger of infec 
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the bag is slcml} filled with l)-soI solution It does not male 
anj difference reall) T\hclher air or water is used Ordinanli 
we go up beside the membranes if the bag goes that high \ou 
can tell bj the resistance of the bag when it is filled \ aer% 
httle expenence will tell }0u b> the h>drostatic resistance when 
the bag IS filled or ^ou can measure the amount of fluid that 
\ou introduce if \ou prefer The stem of the bag is next tied 
as «ecurel> as possible and a 2 pound weight is attached to 
the stem and the patient sta\3 upon her back until the child 
Is delnered The pains will usuall> begin within an hour after 
the insertion of the bag Thc> come on with regulant) but 
at shorter mter\-als than m umnduced bbors The aserage 
length of dibtation is three hours and twcnti minutes Our 
shortest case was fift\ fi%c muiutes and our longest case was 
thirty hours The dibtation is as a rule three fingers or 
3* inches The head comes down or the bag of waters comes 
down and completes the dilatation in time tailing from one 
half to one hour \s «oon as the bag comes out the head will 
u»uall> follow the bag down The membranes tnll rupture 
spontaneous!) The bbor pains become normal m strength and 
rhjthm and more profound in character and the process is 
exactl) the same as if nature had begun it spontaneoush 
In other words we merelj start the pendulum of the clock 
\\ c do not do Molence to nature c simpK sa\ to nature 
^ow is the tune to begin 

There are one or two points about this pructiie that would 
ha%e made it impossible to previous jears One of them is the 
fact that occa'ionall) the pains cease with the deliverv of the 
bag That occurred in the hands of Dr Lvuch some vears 
acTO and has made him reluctant to undertake another senes of 
bac’ rases With the introduction of ptuifm we have over 
come that difficult) With the ddatation of the cervix and 
when the membranes have ruptured the use of pituitnn will 
reawaken the pains w hen Ibev show signs of becommg quiescent 
and the patient will go on to a happv deliv erv W e u-e from 
j to " minims as a rule The effect of piluitnn begins withm 
five minutes and lasts fiftv minutes We have never seen a 
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apply forceps to deliver the head after the uterus was opened 
This, of course is an extra\agaot pursuit after vanety 

We follow the classic method of Sanger We make a median 
masion and deliver the uterus We mase the uterus, dehver 
the child dehver the placenta, and sew up the uterus with three 
rows of sutures, and in this case, at the woman s request, we 
resect the tubes and sterilize her We close the abdominal 
wound according to the usual technic There is no change m 
this procedure unless dianged conditions require it 

Question What is the advantage ui dehvenng the uterus? 
Dr Ris;d We think the advantage comes partly m the 
better disposition of the drainage, which is more likely to go 
outside than inside But, in addition the child is more easily 
dehvered and you can see more readily what you are doing 
than when you are working down in a hole We usually inject 
pituitnn about the tune we make the initial incision 
Question Do you always stenhze the patient? 

Ds Reed We usually leave that question to the patient 
In many mstances 1 insist that the patient be stenhzed In 
other cases I advise against it depending on conditions 

Various devices have been recoounended for stopping hem 
orrhage but most of them are cumbersome and unnecessary 
In earlier days when the operation was much newer we passed 
rubber tubes around the cervix, but we have found that if the 
uiasiOD IS done with ordinary speed the uterus controls its 
own hemorrhage and we rarely lose any great amount of blood 
The abdominal mcision has got to be large enough to dehver 
the child and in all instances it will not require a much sm alle r 
masion than the uterus 

Thjsi Woman was due on the 11th of June, and we figure the 
babe to be 52 cm Jong and to weigh 8 lbs + This makes our 
case fall almost exactly on our clinic day However, we do 
not believe that the induction of labor even two weeks before 
term if carefully calculated, is of anj particular consequence 
We do believe that allowu^ a won^n to go mto labor four 
u ecks after term is of senous amsequence 

The last cesarean we did was for a carcinoma of the cervix 



1046 CHAKLES 13 REED 

tion js greater The bag mechamcall> dilates the os and d) 
namically stimulates the pains * 

Case n — ^The second case is a cesarean section This 
woman is thirt\ two >ears of age She is a pninipara She 
came to us with the history of ba^ng been run o\ er by a wagon 
when she was twehe 3 ears old The wagon passed aaoss the 
hips The pel\ic measurements are spmes 23 or crests 25 
cm , and external conjugate 17 cm plus 

Now with the history of such a case we might well feel that 
the mductioa of premature labor or bbor at tenn with a pos- 
sible pubiotomj might answer all conditions, but we find that 
the right bip is hmiLed in its acbon to about 90 degrees and is 
stiff and adducted so that approach to the s-ulva is extremely 
difficult Dehserj might jet take place howescr, if we put 
the woman m the right lateral position and drew out the left 
leg Sut we find on exaimning her that there is another de- 
fect. At the distance of 4 cm. below the sjmpbj'sis the pubic 
arch measures 4 cm from side to side instead of 4 8 cm , which 
u the average The result is that the bead would be forced 
so far bad that it would be impossible to deh%er this child 
through the natural outlet are depnied then of the choice 
of induction of labor at term ^\e are deprived 0 / the choice 
of lettmg her go to term and dekier with a possible pubiotomj, 
and we are, therefore, restneted defimtely and directly to the 
cesarean operabon 

The technic of tbis operation is relativelj simple It is far 
less compheated than nonnal bbor, than it is, in other words 
to deh^er a crooked ob/ect through a crooked passage and do 
It nght. It is easier to cut the Gordian knot than to untie 
It \anous changes in technic ha^e been suggested by one or 
the other of our distmguisbed obstetnoans such as the funda! 
incision, the extrapentoneal mosion and many others all of 
■which ha\ e been relegated to the scrap heap e do not find 
anj ad^'antage m these One of our colleagues went so far as to 

1 jq Uus case tbe bag was utrodaced at 2J0 p u. and tbe labor ttnninatad 

gponianecnsly at 8 p 
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apply forceps to debver the head after the uterus was opened 
This, of course, is an extravagant pursuit after variety 

We follow the classic method of Sanger We make a median 
inasion and dehver the uterus We jnase the uterus, deliver 
the child, dehver the placenta, and sew up the uterus uith three 
rows of sutures, and in this case, at the woman’s request, we 
resect the tubes and stenlize her We close the abdonunal 
wound according to the usual technic There is no change in 
tbs procedure unless changed conditions require it 

Question What is the advantage in dehvenng the uterus? 
Dr Reed We think the advantage comes partly m the 
better disposition of the drainage, which is more likely to go 
outside than inside But in addition the child is more easily 
dehvered and you can see more readily what you are doing 
than when you are working down in a hole We usually mject 
pituitnn about the tune we make the initial incision 
Question Do you always sterilize the patient? 

Dr Reeo We usuaUy leave that question to the patient 
In many instances I insist that the patient be stenhzed. In 
other cases I advise against it, dependmg on conditions 

Various devices have been reconunended for stopping hem 
Qtrhage but most of them are cumbersome and unnecessary 
In earlier days when the operation was much newer we passed 
rubber tubes around the cervix, but we have found that if the 
inasion is done with ordinary speed the uterus controls its 
own hemorrhage and we rarely lose any great amount of blood 
The abdominal moston has got to be large enough to dehver 
the cbld and in all instances it wJl not require a much smal ler 
inasion than the uterus 

Tbs woman was due on the 11th of June and we figure the 
babe to be 52 cm long and to weigh 8 lbs + Tbs makes our 
case fall almost exactly on our rhme day However, we do 
not beheve that the induction of labor even two weeks before 
term if carefully calculated, is of any particular consequence 
We do beheve that allowmg a woman to go mto labor four 
weeks after term is of senous consequence 

The last cesarean ue did was for a carcinoma of the cervix 
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bon IS greater The bag rpechaiucaDv dilates the os and dj 
caisjcal3> stimulates tbe pauzs * 

Case II— The «econd case is a cesarean section. This 
woman is thirtA two jears of age She is a prmupara. She 
came to i.s with the histcrt of haimg been rui on er bi a wagp 
when «he was tweh e \-ears old. The wagon passed across the 
hips The pe]\ac messcremcnts are spines 23 cm ortsts 2 j 
cm., and external conjugate 17 an. plus 

\ow with the history of such a case we might well fed that 
the induction of premature bbor or labor at term with a pcs- 
«rble pubiotoaj might answer all conoLbons, but we find that 
the right hip is limited la its action to about 90 degrees end ts 
stiff and adducted so that approach to the \-iiI\-a ts extremelj 
difEcult Delr\-et> might j-et taie pbce howes'cr, if we put 
the woman m the nght lateral poatioa and drew out the left 
leg Bet we find on eiacmang her that there xs another de- 
fect. \t the dtsmee of 4 cm. below the sjmphj’ss the pabic 
arch measures 4 am from side to <]de of 4.S cm. which 

IS the aa-erage. The result i» that the head would be fo'ted 
<0 far back that it would be tspossihle to dehstr thb diild 
through the natural outlet. We arc depm'ed then of the choice 
of mductioa of labo- at term. We are depnsTd of the choice 
of letting her go to term and deln-er with a possible pubiotomy, 
and we are, therefore restricted definitdj and directlj to the 
cesarean operation. 

The techmc of this operation is relatn-elj simple It is far 
le£s complicated normal labor rb-'»n it is m other words 
to deln'ex a crooked object through a crooked passage and do 
It right. It is easier to cut the Gordian knot than to untie 
it. ^ anous changes m technic ha« been 'uggested bv one or 
the other of our distinguished obstetricians such as the fnndal 
mosion, the eitiapentoaeal inasion, and man> others all of 
which b3« been relegated to the «crap heap W e do not find 
anA advanta*^ in these. One of oar colleagues went so far as to 
I In tin tlx bs; ns irsxodactd at 2J0 r x. aod tlx labor terr:._atni 
rxttJneccir *1 8 r “• 
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THE TREATMENT OF NEGLECTED CLUB-FEET 

Summary Demonstrat on of a pat ent twelve years of age witb very severe club- 
feet requ nng removal of the astragalus and resecUonof a bony wedge from the 
os calms and eubo d Review of several similar eases showing type of opera 
t on and results 

May 22, 1918 

Among the commoaer types of congenital deformities there 
IS perhaps none whose correction is mca-e thoroughly appre 
aated by the patient and his intimates than that of club feet, 
unless possibly that of harelip The personal appreciation is 
likely to be paiucularly keen if the afflicted individual has 
reached adolescence or adult hfe before the correction is made 
Although the patient upon whom wc are to operate today is 
but twelve years of age she is large for her years and is already 
very conscious of her affliction We know such feet a few 
years hence would virtually mean social ostracism for her Some 
inefSaent attempts have already been made to correct them 
You wnll observe however that the condition which effects 
both feet equally is of an extreme type of equinovarus with a 
large projecting bursa developed upon the outer and upper side 
m the cuboid region upon which most of the weight is borne m 
walking instead of upon the sole which does not he upon the 
floor and bears no weight whatever (Fig 387) 

These younger persons can walk w-ithout shoes but in older 
people the pressure is so poorly borne that they can hardly 
take a step wathout padded shoes t Rays of these feet show 
defectiv e astragali wuth other bone changes 

Operation — ^This condition has long since passed the stage 
of braces, plaster casts and tenotomies Nothing wall suffice 
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and a b\'«tMectom% was done about ten weeLs bter At that 
Ume the wound in the utcnis showed wonderful repair and re 
^ealed excellently the smallness of the scar which would hardJN 
disturb any subsequent pregnanes The whole scar was not 
erver IJ inches long 

I think you 'ee now the greater with which this uterus 
IS manipulated outside than if you were working down in the 
jientoncal ca^^ty AA c resect the tubes exactly at the utenne 
end and «ew up the hole 10 the uterus AA e close the abdominal 
wall m the usual way 

A ele — ^The babe weighed 8} pounds and was a3 cm long 
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moved iio® the calcaneocuboid region by means ol an osteo 
tome, the peronei tendons being held out of the field The size 
of the wedge depends upon the correction necessary In this 
child It IS about U in<*es wide at the outer side, or base, and its 
apex extends nearly to the inner side of the foot With this 
removed the correction is easily made except for a shgbt amount 



Fig 383 — 4)«Uh sbowiDg stjuclum «xpo<ied by the uinsion Dotted hue 
lepreseDts wedge of bones to be resected «fter mnovel of the astragalus A , Astrag 
alus B cuboid C os calcis 

of %arus remaining (rig 3S9) Thia is oiercome bj removing 
a portion of bone from the outer and upper surface of the os 
calas As the correction is good and easily mamtained the 
wound is dosed with a fen catgut sutures approxirnatmg the 
bone surfaces and the skin closed mth black silk No toumi 
quet has been used and there are no lessek to be tied Rais 
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but extensi\e bone resection and reconstruction The essential 
elements of relief are the annplete removal of the astragalus 
and a wedge shaped resection of the os calcis and cuboid 

A single curved incision extending from above and in front 
of the outer malleolus downward and forward terminating near 
the base of the fifth metatarsal bone allows a read} removal of 
the defective astragalus, and the necessary wedge-shaped re 



n- 3S7 —Palirnt before opewioo 

section of the os calcis and cuboid to correct the outer convex 
border of the foot (Fig 388) 

The removal of the astragalus is accomplished wnth semi 
sharp bone instruments that hug closel> the periosteum after 
the anile and subastragalord joints have been opened wnth the 
Ljufe TlTien this bone removed there is immetLateJj con 
siderable freedom of mov ement of the foot in this region 

A\ith the tissues well letiacled the bonj wedge is now re- 
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It takes considerable practice for older people to inure the 
sole to the purpose for which it is designed after so Jnan> years 
of non-use but pride is an efficient stimulant and normal shoes 
are early sought The corrected foot is alwa>-s shorter than the 
normal foot Thi^ \s no great dis3d\autage in buying shoes, 
as the ends can be filled out with false work or short shoes, made 



Fjg 390 Fig 391 

Iiq 390 - Tvielie-vcar-old boy tecratly o[«ratcd upoa Before operation 
Tis 391 —Boy ihown 10 Tig 390 several neeks after operaUon 


to order, can be worn As the feet are so broad compared with 
their length shoes resemblmg custom shoes are the ones gen- 
cralK cho«en 

Club foot mil not relapse after this operation, although, if 
It not properly done, the correction will still be incaiuplete, 
at «hate\cr stage it is left, and m that much unsatisfactory and 
disappointing 
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mg the lower end of the opera ting table 6 inches hAS nutenall> 
dumiushed the ^ enous bleeding 

The reinas'al of the astragalus relaxes the teado achfllis $o 
much that It usually does not base to be cut and all other ten 
dons are preser^-ed intact 



The left foot having been completed the nght is treated in 
a ymilar manner 

After proper dressing a plaster cast is now apphed to each 
foot to the desired cs»recUon This will be changed 

in two weeks to remo\e stitches and then reappUed for a period 
of SIX to eight weeks, during the latter part of which tune the 
dffldstol -«!!<■ “I ““‘s 
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It tak.es considerable pncticc for oklcr people to mure the 
sole to the purpose for which it to designed after so manj ■jears 
of non use but pride is an effiaent stimulant and normal shoes 
arc early sought The corrected foot is always shorter than the 
normal foot Thi-> is no great disadiantage in bujmg shoes, 
as the ends can be filled out with false work or short shoes made 



Fig 390 rg 391 

I g 3X1 r el c ^ea^•«ld boy recently o|ented upon Before operation 
I " U1 Boy (l) 0 «ni ID Tig 390 se\ ral eels after opera! on 

to orckr cm be worn As the feet are so broad compared with 
their length shoes resembling custom shoes are the ones gen 
tnlh ch sen 

( lub foot will not relapse after this operation although if 
11 IS n n propcilj done the correction wiU still be mcomplete 
n whue\cr stage It is left and in that much unsatisfactory and 
disajip nnting 
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mg the lower end of the operating table 6 mches has matenall} 
diminished the \ enous bleeding 

The remo\-al of the astragalus relaxes the tendo achiUis so 
much that it usually docs not base to be cut and all other tea 
dons are preserved mtact 



Ffe 3S0 —^etch bowing reUtutnoi parts amt Armcted foot after Uie bone open 
tions are completed B Cabo d C os Cains 

The left foot hanng been completed the nght is treated m 
a crmiUr manner 

After proper dressmg a plaster cast is now applied to each 
foot to the desired ojrrectioii This will be changed 

m two weeks to remove stitches and then reapplied for a penod 
of six to eight weeks during the latter part of winch time the 
child shall wait u its casts 
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The photographs I now show you are ol adults wnth extreme 
tj^pes of the defonnit\ like the one operated upon toiHj 

Tbs one (Fig 392) is of a >oung man nineteen jears old 
who had his feet so well tramed that he could walk with his 
heels foiaiarcl so the toes would not interfere He Ind had four 
unsuccessful attempts at correction Tins (Fig 393) shows his 
feet se\eral months latcrwhen the final casts were removed 



Fig 394 Fig 

I K 194 toung manincarlj tncDbcsbLforeopervtion Right foot affectcil 
r 393 — Same as Fig 394 after correction 


Tbs (I !(, 194) IS i photograph showing only the right foot 
affected in a man m the eail> twenUes The accompanjang 
photograph (Fig 19a) was taken a few months after correction 
In each of thisi cases the operation was similar to the one per 
formed U d iv 

I sh w \<)u one more photograph (Fig 396) that properl> 
belongs to till- -ines Fhe feet are those 0 / a man thirtj seven 
vears ol igt who had never had mv attempts at correction 
The feet were correctwl as m the other cases and an expo 
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The ankle joint \nll not become complete!) «lifl and 
mo\emcnts of the foot will probabh be as free as tlie% ^ere 
before the operation \s to the result we ma^ reasonabh ti 
pect in this ca•^^ I «how jou ^eseral photographs of 'caihr 
cases pTe^^ousl\ operated upon 

This (Fig 590) Is the photograph of a tweh e-N ear-old bo^ 
rcccnth operated upon in whom the defonrntj consbted pm 



Fi }9i fig 3 Is 

Fig 392 —Feet of a ynuDg man UDCtMa j ears o d before operation. 
Fig s9 — Feet of notice man >bowQ u Fi" s’?’ af er operation 


apall' of a marked conAe’at\ of the outer side of each foot 
with in toeing the soles being flat on the floor either the result 
of earlier treatment or a <ipecia] tjpe of m toemg feet The 


later 



TRE-MACENT OF Ni:GLECTEO CLUB FEET IO55 

The photographs I no^\ sho'w >ou are of idults with extreme 
tj-pes of the defonmt) like the one operated upon toda> 

This one (.Fig 392) is of a >oung man nineteen xears old 
Tvho had his feet so nell trained that he could walk with his 
heels forward so the toes would not interfere He had had four 
unsuccessful attempts at correction This fFig 393) show s his 
feet seieral months later when the final casts were removed 



F13 394 Fig 39 j 

r g 394 touDsman ID esrl> tncDtirsbefoicoperatioQ Right foot affectcl 
r 395 — Same as Fig 391 after correct on 


This (Fig 394) IS a photograph showing onij the right foot 
affected in a man in the earlj twenties The accompanjang 
photograph (Fig 39a) was taken a few months alter correction 
In each of these cases the operabon was similar to the one per 
formed toda) 

I sh w vou one more photograph (Fig 396) that properly 
belongs to this senes The feet arc those of a man tluTt> seven 
}ears of age who bad never bad anj attempts at correction 
The feet were corrected as m the other cases and an expo 
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The ankle joint will not become completeh stiff and the 
iiio\ernents of the foot will probabi} be as free as lhe\ were 
before the operation As to the result we maj rcasonabl) ex 
pect in this case, I show jou <e\eral photographs of similar 
cases prexaousK operated upon 

This (hig 390) IS the photograph of a tw el\ e ) ear-old bo) 
recentl) operated upon in whom the deformit) consisted prm 



apall) of a marked conxerntj of the outer side of each foot 
with m toeing the soles bemg flat on the floor either the result 
of earlier treatment or a ‘pecul t>-pe of m toeing feet The 
astra-mlus was not disturbed m this case a medge shaped resec 
tion of the calcaneus and cuboid well suffiemg for the correction 
as shown m the next photograph (Fig 391) taken a few weeks 
later 


CLINIC or DR MAURICE A BERNSTEIN 
Wesley Hospital 


TENO-PEFITENDINOUS TRANSPOSITION— an IM- 

PROVED TECHNIC FOR TENDON TRANSPLANTA- 
TION 

Si Tv.o ciSM oJ patal>SR«t ctJUuv»usclMo{ leg lad loot foUotting mfan 

tile paralysis— rastorauon of fanCUon by teno-pentendmou* transposition 
Rationale of tbe sietbod— gross aod microscopic anatomy of tendons and iU 
beanng on the tecbnie of cendun transplantation 

The case which I am going to show this mornmg is that of 
a boy ten years old who, about sue or seven years ago, had a 
short siege of illness febnie in character and in which no diag 
nosis was made at that tune The boy apparently recovered, 
but shortly afterward the toother noticed that the child’s right 
foot dragged somewhat when he walked and there was a dis 
tinct bmp The limp became vtorse and the foot began to 
turn out I mention only that part of the history which has a 
direct beanng upon the present trouble It is a typical case 
which comes to the surgeon years after an unnoticed or insig 
nificant short siege of illness What is the trouble with the 
boy? What is the trouble with most cases of a s imilar nature^ 
AVhat is the condition which comes, unnoticed, perhaps with a 
sbght elevation of lemperature, general mdisposition and vomit- 
ing lasting a day or two or a week, and diagnosed as a mild 
case of gastro intestinal distoibanc^, and a month or two or 
three afterward followed by a slight paralysis of one or more 
muscles lo an extremity? It can be only one thing and that 
IS poliomjehtis anterior 

Pohomyehtis antenor has a peculiar selectne method of 
paralysis I do not mean that only one muscle is affected 
during tbe mitial onset of the disease The usual pathologic 

\ot 1-67 ,ej. 
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sure for a photograph subscquenth made but the negative was 
spoiled during the de\elopmg according to the photographer, 
and the patient had left torm for another state before this was 
known Requests for phote^raphs brought no results It was 
a gratuitous ca«e and perhaps the results did not suit 



ng 39(i. Fig 397 

Ijg — Feet of » Iran thirti-««>ffl>eai«i>tdlmt)reoperatioa. Tbc after-»^r3 

liflo no-atjvc was dr'trojct) by tke |J»tosaf>lier 
pj, ^ — '•ame pat ent a« Fi" 3S" a btlle o»er two morth later 

We behe\e our patient todaA will show more apprioation, 
and we hope to giie her feel that she will at least be willing to 
haie compared with tho«e the had on entering the operating 
room 

Postscript — ^The patient operated on m the clinic jii_t re- 
ported made an uncientful recoien the result after two 
months is ‘hown in Fig 397 
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Fig 39S — C oss-Mct oa o an CT ensor iendoa The pen eadmous tissue 
showa m the Ulus at oa s coade up «[ the {qIIowus sttucturel uoits PantenoK 
an areoUr coonec vet suevbicb s found at the upper pole of the tendon and has 
nalgl dvsgtjuahtY Pfiro an w»ajoi> — 


connect 
extend 
the ten 


Venn „ u e euuo smding small septa ntothetendon separating t 

to soiaII bund es (Mod fied ficm Mayer) 


Its relation to the muscle (Figs 398 and 399) This which >ou 
see IS the tendon It is of white elastic fibers This which 
you see is its sheath You will notice that the sheath is loosely 
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picture IS cue which in\*ohes an entire group or perhaps one 
or more muscles in se\eral groi^ After the acute s>-inptoiiis 
ha\e subsided and the destructive process has reached its man 
mum nature begins its reparative process and a large number of 
muscles regam their normal or nearlj normal integntj It 
occurs that one muscle or group of muscles either because of 
improper treatment following the acute attack or because of 
the virulence of the infection becomes permanently disabled 
Koch quoted b> Huffa saj-s that a fatt> degeneration takes 
place m the muscles affected and that shortl) afterward a re 
constructive change takes place restoring to norms! or nearly 
normal, those muscles which have been m\ oh ed 

I shall deal pnnapally mth the surgical phase of this sub- 
ject namel} tendon transplantation This subject has re- 
ceived considerable attention from the clinical standpoint espe- 
enall) at this time when mjunes to muscles and nerves are 
received in overwbelnuag numbers I am refemng to the wax 
zone and reconstructive surgei> Here is an opportunit) to tiy 
out this method although one can sa> that it is no more a 
tnal \\ e are gettmg definite results along definite lines 
The indications for tendon transplanlabon must be defi 
nitely established 1 No tendon transplantation shall be done 
until the muscles have been placed m the most favorable posi 
bon for regeneration. This takes as a rule from one to two 
j’cais during which tune reposibon massage and electnaty 
must be systematical!) earned out 2 No infenor muscle shall 
be transplanted to perform the work of a strong supenor pre 
dormnatmg muscle 3 No muscle shall be transplanted unless 
it has been proved to be a funcUonatuig healthy muscle 4 A 
knowledge of the anatomy and physiology and surgical pecuh 
anbes of tendons is indispensable for a successful tendon plasbc 
n The importance of asepsis should be emphasized 

I give you a workmg anatomic basis as bnefly as space 
'irill permit for I feel that m order to imderstand this work 
one must famihanze himself with the gieoal anatomy of ten 
dons Here is a chart taken from Mayer it is a longitudinal 
jKjss-^bon of a tendon with its sheath, its blood-supply, and 
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mechanism of tendons This which jou see is the plica It is 
a loose connecli\e tissue structure which is attached to the ten 
don and in\aginates forming clefts when the tendon contracts 
and relaxes This fold is of importance in the limiting of ten 
don gliding The plica is lined with the same cells which hne 
the sheath The sheath has been compared to a sjTiovial 
ca\it> in that it is definitely circumscnbed and bned with a 
layer of cells which can be termed synovnal m character and 
which secretes a syno\na\hke fluid This fluid lubneates the 
tendon during its phase of contraction and acts hie a buffer 
agamst traumatism 

Here you see the mesotenon \ou notice that this tissue 
which IS composed of a loose connectiic tissue structure car 
nes the blood to the tendon (Fig 399) It is much hie the 
mesenteri of the intestine \ou sec here bow the bloodies 
sels ramify and anastomose m it "^ou see these little red 
lines’ They are blood acsscls which ascend from the meso 
tenon and encircle the tendon and send small oft shoots between 
the tendon bundles \ou see how important the mesotenon is 
It IS almost as important as the mesentery 

W here does the tendon get its blood supply? This inquiry 
has brought out \arious opinions by difterent observers It is 
now- generally bcheved that the blood supply to the tendon 
comes from the mesotenon penosteum and from the surround 
mg connective tissue We are yet to learn the principal source 
of blood supply to the tendon 

Wallcnburg was unable to demonstrate either in the new 
bom or m the adult arteries which started from the muscle 
bell) or from the insertion into the bone or ligaments that ran 
m a longitudinal direction into the intenor of the tendon If 
the areolar sheath was dissected away no injected vesseL were 
visible 

\ncola has shown evpcnmcnlly that the intactness of the 
sheath is necessary for perfect nutrition of the contamed ten 
don and oti the other hand that complete removal of the sheath 
IS not followed by necrosis of the tendon 

The micgnly of the relationship between the tendon and 
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applied around the tendon It does not enarde the entire 
tendon liLe a sIec^e does the arm It co\eis it much like the 
^Tsceral peritoneum cmers the bowel This Tihich >ou ««€ k 



fig 390 — Sinictom that are earned o cr n th the teodoo m the tree, 
postK® eperaUon 1 Anterior Tie» Slxalh i&cued and edges retracted P 
Lateral™* 


a loose fattj areolar cormectite tissue It follows the tendon 
mlo the sheath This tissue 1$ oontinuous ^ith the parm>-=ium 
nermunum and the adventitia of the blood vessels it is called 
the paratenon Vpon it depends to a great extent the gliding 
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Its sheath therefore must be maintained m the transplantation 
of tendons since the nutrition of a tissue or organ is of the 
utmost importance m the maintenance of its vitality and proper 
function Sturmdorf makes a statement which one should com 
nut to memory The funcUonal mtegnty of any organ depends 
essentially on the maintenance of a unifotmally normal ar 
culatory equilibrium This applies to any tissue or organ 
espeaally to tendons where the blood supply is comparatively 
poor 

We cannot pass this subject Avithout paymg a high tribute 
to Mayer in recognition of the splendid work which he has 
done along this line I would recommend his book to anyone 
who is mterested m this work The book 15 full of beautifull) 
colored illustrations and brings the subject up to date 

In examining this boy we find a foot which yields readily 
to manipulation I can extend his foot passively as you see 
to beyond a right angle But be cannot retain it m that posi 
tion because he has lost the function of his tibialis anticus 
which as you know is the most powerful extensor and in 
veitor of the foot This boy has been operated upon before 
as you see from this scar An attempt was made to anastomose 
a flexor tendon to the tibiabs anticus But the tendon did not 
hold \ou see how freely the skm mo\es above the tendon 
When he extends his foot this tendon can be seen ghding freely 
beneath the skin I shall resect this tendon for microscopic 
examination to note the change which has taken place m it 
The sheath of this tendon is intact and will be of speaal inter 
est to us from the anatomic pomt of view Here is a bursa 
It IS located on the internal malleolus and is due to the rubbing 
of the brace on the prominent portion of the tihia The con 
dition IS exaggerated by the weight of the body bemg directed 
through the tibia to the mtemal malleolu!. These patients 
often de\elop an abrasion on these burs® which does not yield 
readily to treatment and is very painful because the periosteum 
is often eroded 

I am going to transplant his peroneus longus tendon to do 
the work of the tibialis anticus I am going to convert this 
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400 — Extensor lon^s tendon tranqio<«<l through <>eath of I bixlis znu- 
Low mastuScatjon — camera hidda I tendon B >eath Notice the 
marked fifamous eitidate into tlie ^eatli wnli beginning or"irizat on In tJie 
nght Tiace long bands extend aJong the tendon edge B 2 tiaraeajaboie high 
jifantian. Sheath wall markedly proUeiated )oun2 blood 'es»eL can be 
seen m sheath wall and marked leukocytic mfiltnt on u also itible 
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F g ^1 M rgs opc ec on Uirougli t bals an cus of a dog twent one 
ys afte teno pc end nous tianspo ton 1 Lo vma'Ti ficat on — c meralu di 
Tendon B $heath C ep enoii p ca P ou e sheith wall F septum C 
els n tneso enon Sheatb appea s c ear Some 1 uWocj t nfilt at on due to 

sht sk n nfcct on Fsotcenopio fetaton eiudat on no n Itrat on of sheath 
2 H gh magn Beat on of sane >ect on B Sheath perfeetb clear m sp te of 
a ked Icukocvl c nfil ri on The Ion eg r^haped cel s are p 0 fe ated syno 
il cells £ om the sheath «a 
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abductor muscle mto an extensor I am not going to use the 
Jlajer method, because I desire to maintam the nonnal rela 
tionship of the tendon to its sheath Majer buflds up a colossal 
anatomic structure which collapses when he remo\es the tendon 
from Its sheath He remo\es the tendon from its sheath and 
severs the mesotenon and then transplants the tendon through 
the sheath of the paraljzed tendon I am impressed with the 
fact that the tendon sheath of the paralyzed mucle act:> only 
as a canal guide for a phj-siologic line of traction There is no 
particular anatomic difference between fat, fascia, cargyle mem 
brane, or sheath They ate all foretpt materials covetmg IIk 
tendon, and react more or less 10 a uniform manner to the 
tendon as regards adhesions All authors emphasize early mo- 
tion to avoid adhesions Early motion will avoid adhesions to 
a certam extent, whether the tendon has been transplanted 
through anyone of the above named structures Kauffman 
says that a tissue will become q>eculi2ed when called upon 
to peifonn a certain definite function That is to say, that 
fascia or fat will assume the charactensUcs of a tendon sheath 
when tendon is made to play through it for a given period of 
time And so we will say that the sheath of another tendon 
is an abnormal covering for a given tendon just as fasaa fat 
or cargyle membrane, and becomes specialized from contmued 
function 

UTiat happens when a tendon is transplanted subcutane 
ously into fasaa’ What haj^Tens when a tendon is transplanted 
through the sheath of another tendon’ There is a difference in 
the microscopic picture of the two In the first where the ten 
don is transplanted through fat or (asoa injury occurs to the 
tendon covering that is, the epilenoB or, as it is knov^•n m its old 
terminology, the pentendmeum externum (see Fig 39S) This 
pentendmeum is tom or traumatized m the act of its trans 
ference There is a httle difficulty in forcing the tendon down 
through the newly formed anal, and during its passage the 
surface of the epitenon is rubbed off There also follows a 
traumatic reactive inflammation to the tissues forming the new 
canaL This is followed by the usual reactive processes, namely, 



fig 402 — 1 SiteovtriDtenulcooeiforcnprtparcd Tendon o£ Ub alisantlcu* 
ipUt for Ibe recepuoD ol percneus loogos tendoD 2 Fixation suture in place and 
dissection of peroneus longus tendon begun 3 Retention suture— metbod of 

introduction. 
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exudation coagulation proliferation and organizatioii The 
degree of exudation and proliferation of both surfaces \anes 
^ath the amount of trauma After the acute process has '^ub* 
sided ab'^orption lal.es place There remains ho\\e%er as a 
result of the abo^c reactne mflammation delicate fibrinous ad 
he^ions when the«c adhesions are pennitted to remain organm 
tion takes place and fibrous adhesions result fisicg the tendon 
to its nem canal The fixation bj adhesions is greatest rrhen 
thej occur at some fixed point as for example bone or hga 
mentous structure 

The histologic picture which is seen when the tendon u 
transplanted through the sheath of another tendon is quite dd 
ferent («ee Fig 400J WTiat occurs »> this the rough distal end of 
the tendon during its course through the sheath rubs the deli 
cate endothelium oS from the «heath added to this is the m 
sagmation of the pbca nhicb folds up and forms siUous pro- 
jections Tboc salb (Fig 401) if we mas be permitted to u«e 
that term are co\ercd b\ the same character of cell as is the 
sheath and as a result of the pulling of the tendon end the-e 
are tom off 

The uifiammatorj reaction which follows causes an exudate 
into the sheath (Fig 401) This corubts of blood plasma and 
cells from the sheath and the epUenon and nlL m the space 
between the tendon and the nea\h formed sheath This exu 
date IS soon mJiltrated leukocMes The process extends 
into the wall of the sheath causing proliferation of the endo- 
thelial cells of the sheath Thus the enclothebal laj er of the 
sheath is thickened and the number of cells is increased A 
«iirular proliferate e reaction takes place m the epitenon and 
extends along the septi that is the pentendmeum mtemum 
fixing itself to the tendon bundles It has been demonstrated 
that if adie-ions do take place to the surface oi the tendon 
motion IS interfered with The amount of interferenc will de- 
pend upon the elastiatj of these adhesions Bj constant ghd 
ino of the tendon the«e adhesions wall soon become elongated 
and often ma' disappear to an appreciable degree 1 he pain 
caused b} the operation prexents earl} motion to a great 
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extent, especially is this true m the case of the fingers and 
hands 

The point which I wish to emphasize, therefore, is that the 
tendon should be transplanted with its sheath m order that the 
normal relation of the tendon to the above named anatomic 
structures may be maintained 

Operation —The mcision for the transplantation of the per 
oneus longus is rather long, but it must be so m order to expose 
the entire tendon The inasion is, therefore, made midway be- 
tween the tibia and fibula and midway between the knee and 
outer malleolus Before doing that I am gomg to prepare the 
site for the implantation of the tendon, because I want to 
handle the tendon as httle as possible (Fig 402, 1) I make the 
first incision therefore, over the insertion of the tibialis anticus 
which, as you know, is the lower and inner surface of the in 
lemal cuneiform bone and base of the first metataisaf bone 
(makes straight incision and exposes tendon of tibiabs anticus, 
sphts the tendon, and cuts down on periosteum traumatizing m 
temal cuneiform) We will now make the mosion over the 
peroneus longus (makes incision as above indicated sweeping m 
curved manner to outer side of external malleolus to beyond 
peroneal tubercle—Fig 402, 2) We preserve the deep fascia and 
wiU transplant it with the tendon We must be careful not to 
cut the peroneus brevis The two muscles are closely asso 
aatcd at the external malleolus and occupy the same sheath 
for a distance of about \ inch The peroneus longus is the 
outermost of the two You see the tendon is covered by a 
sheath of loose areolar tissue I can pick it up with my for 
ceps I am not gomg to separate it from the tendon The 
fasoa coNcnng a tendon has a special gbding medianism The 
fasoa ghdes back and forth with the tendon, giving it a greater 
amount of pla> Be fore remoMDg the tendon from its bed I 
rv jfn—i r. ““ 

begun ... „ . 

o( the . 

fatd 1UUU5 uiigui Lcmbert SutuK S Probe along new tract for the 

^Tlanted tendon carrying a guide ratnre »luch is brought out in a loop m Fig 
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am gomg to place my silk fixation sutures The insertion of 
the suture is faahtated when the tendon is in its place I am 
usmg the Schede modificntion ot the Lange stitch (Fig 402 3) 
It IS important to place these sutures properly because pressure 
produces nettosis of the tendon Silver has shown that silk 
sutures when placed transversely across the tendon cause local 
neaosis The experiments which he earned out were for the 
purpose of determining not if necrosis of the tendon occurred 
but whether this necrosis interfered with the union of the ten 


don 

Now jou see how easily 1 can handle the tendon by means 
of this fixation suture (Severs the tendon beyond peroneal 
tubercle ) Now I raise the tendon out of its bed You see 
these fibers as they extend to the tendon (Fig 403, 4) That is 
the mesotenon You see these htUe red lines They are the 
fine blood capillanes entering mto the tendon I save as much 
of the mesotenon as possible and therefore cut in a direction 
away from the tendon taking as much surrounding tissue as 
possible 1 free the tendon to the lowermost muscle-fibers 
Now the assistant holds the tendon protecting it with pledgets 
of cotton moistened in salt solution to avoid drying from ex 
posure to the air 

I now mtroduce an eye probe along the deep fascia down 
ward and mward to the tibiabs anticus muscle m front (makes 
an mosion m the skm and cames the silk suture through this 
aperture — Fig 403 5) I insert the probe again along the tibi 
ahs anticus muscle underneath the annular ligament and out 
through the first mcision canymg the suture through that 
opemng The assistant now steadies the tendon straightens it 
out while I pull It through the track made by the silk suture 
(Fig 404 6) You see how the tendon descends down through 
this track, and now it emerges through the first inasion over the 


Fig 401— 6 FaiuoB luture esugbt m of tncUoa suture 7 Peroneus 
teDgus sulnred to insertion of ubulis caticus end user surface of internal cunciforni 
^e 8 Metbod cl filing tendon to new insertton Each end is brought out at the 
lower ^le of the ipl 1 1 hula aaucu* tendon 9 A loop u made and needle is re- 
inserted through spUi tendon and Uanspboled lendon. The other end is brought 
out u the ume manner and the ends are lied, Thu forms a 6gure-of-8 stitch. 
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pot\er m the muscles ippcars to be completci> absent It is in 
this type of cases that the Gillie operation is contraindicated 
The Galhe operation should be cmplojcd only m those cases 
where there is a complete loss of function in the muscles The 
Galhe operation is nothing more than a tendinous fixation of the 
foot and does not restore the function of partially paralyzed 
muscles It is therefore done in those cases where the muscles 



F g 405 — Case 11 I hotOK?ap^ before Open on b.ot ce abducted pos t on of 
foot 

are hopelesslj destro>cd Bj transplanting a healthj muscle to 
the outer side of the leg it will aid in restoring the latent power 
which we thinh exists in these paretic muscles 

Operation— The incision is made from about 1 inch aboxe 
the malleolus to the base of the first metatarsal bone (Fig 406) 
(Makes incision through skin exposing the extensor longus hal 
luas muscle ) I ’im preserving the deep lascia and 1 am gomg 
to transplant it with the sheath The fixation suture is placed 




1072 


ILU-EICE A. BEJLNSTEIN 


insertion of the tlbnlis asticos Hie assistant now extends the 
foot while I introduce the satmcs through the «plit t^r-Hnn of 
the tibiahs anticus and peno^teum The two ends of the 
suture being inserted I now pull the tendon snug!) mto the 
<ht and fasten it b> se^•eral stitdies (Fig 4W 7-9) The sbn is 
dosed bj mtenupted 'ilkwonn sutures The hmb win now 
be placed m plaster in an extended and abducted position. c 
will cot Windows in the cast and remote the sutures in ten da>s 
The cast will rmam for sut weeks \\ e wSl then begm passnx 
motion and massage after that time 

Postoperabre Comments. — I haix earned on eipenments on 
tendon transplintabon for the past jeaj and base am^od at 
^•er\ interesting conclusions whidi I hope to publish in detaS m 
a «hort tone The microscopic sections (see Figs 400 and 401} 
which I ha\e submitted are from our an^Tnal eipenments at 
^orthwestemUnne^^t) Medical Sdiool 

Case n.*— This case u the c^poste of the fonaer It is a 
case of paraljtjc talgns (Fig 40o) The patient is twenft 
>ears of age ^hen she was ten >eajs old «he had an out 
spoken attack of infantile paial>'sis mNohing both lower ex 
tremibes v^fter a few da>'s of acute febrile sjTnptoms namel) 
fes-er soimting and general malaise she found that the power 
in her limbs disappeared The function in the left leg returned 
completch but she found that when she began to walk the 
nght foot was weak and gradual!} began to turn in. 

Examnaltcn — Right leg shows «ome degree of atreph) 
She fan adduct and extend her foot but cannot abduct it 
The tibialii anticus is «trong and health} as is the extensor 
hallucis longus In her case the peronei muscles arc function 
less and I am going to transplant the extensor longus hallucb 
to the outer «ide of the foot to the insertion of the peroneus 
tertius 

I belie\e that there is some power in the^ peronei muscles 
although the pabent *<€1115 to exert no effort to evert the foot 
In tho=e case where the muscles have become paretic that is 
where there h-s been no complete loss of function the tendons 
become elongated as Jones b..s «howa and as a result the 
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probe IS now passed along the peroneus tertius muscle beneath 
the annular ligament to the upper surlace o{ the base of the 
fifth metatarsal bone I now enlarge the mcision at the point 
of e'ut of the probe and cTpose the tendon of the peroneus 



ng 407 — Incis on through skin and supcrhcial fascia Eitensot loogus ha 
lucis tendon erposcd Fixation sutures to place Dissection of tendon together 
vith deep fascia begun 

tertius at its mserUon The probe which is still in place is 
now threaded wnth the fixation suture which is attached to the 
disUl end of the extensor halluas tendon and pulled through 
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in the «ame manner as in the former operation (Fig 407) You 
see that I do not se\cr the tendon from its insertion before 
introducing the fixation suture We will sever the tendon at 
the base of the first metatarsal bone This will mal.e it suf- 
fidcntl) long to be carried over to the insertion of the peroneus 
tertius An ina-ion i» made tilth the Lnife on both sides of 
the tendon for a distance of J inch through the pentendinous 



Fij -100 — IicpbnUlion ‘>te in liie base of Uie fifth mctaUrsal bone prepared 
Perorct-s tendon *pbt ard edses retracted 


tissue (Fig 40") The tendon is now racsed b\ means of the 
fixation silk suture out of its bed The surrounding connective 
tissue Is cut on both sides of the tendon with the snssors as 
hi"h up as the lowermost muscle fibers earning the pentendin 
ous tissue with It (Fig 40^1) It is nccessarv in doing this to 
sever the annular ligament The tendon u now freed and as 
V ou *ee. it cu' ^t-rd bv the sheath and its 'penalized anatomic 
structures, together with the special gliding fasna -^n eje 
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the distal portion of the extensor hilluas tendon between the 
split tendon of the peroncus tcrlius and tl e traumatized pen 
ostcum of the fifth metatarsal bone This is done as illustrated 
in Tigs 408 and 40 



I R 409 Extenwr loflRus bailluc s (endon Iran posed to outer s do o£ (oot 
SL n closed w ih horwha r Bed ol tendon closed ith cent nuous calRut A 
Suture of stump of esten«or Iohrus halluc s tendon to eTtensor of second toe 

We will now' return to the first inasion Wc have two con 
ditions to deal with frst the incison through the annular 
ligament and second the proximal portion of the extensor 
longus hallucis tendon We can fix the proximal portion of the 
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the lower incision canning the silk thread with it (Fig 408) 



fig 408 Uiucctioa of ItiemeiiMckiiicusliiIlucu tcndonfromAQ anatoluc 
jtud> illustratioD soows what atnctuccs tre csmcd over with the tendon 

{jjour transpontxio The tendon wasrecMneH asm ouroperatiofl aod thesbeith 
f^re>i The raewlenon irmams 

I pull the tendon down through the new canal Here it 
can be «een emerging through the lower inasion I now fir 
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the distal portion of the c\tcn<5or hallucis tendon bcli\ttn the 
split tendon of the pcroncus tcitius and the traumatized i.cn- 
osteum of the fifth metatarsal bone 1 his is done as illustritud 
ra Figs 40S and 409 


\ 



S'uq cT Extensor lonpis balluas tendon transposed to outer side of foot 

Suture orstum^ horsehair Bed of tendon dosed with cwitinuous catgut A 
5 ump of extencor Inngus ballucis tendon to extensor of second toe 

^ e 'will now return to the first inasion We have two con- 
with, first, the mcisioii through the annular 
second, the proxunal portion of the e-^tensor 
^ ucis tendon We can fix the protimal portion of the 



1076 


A- BTsssms 


the lover mosioa cam-isg the snk thread with r (Ft. -KS) 



F14. iJiaortiKB a ihc t-ar^-acr i-r . ^ lodos c^E! M *a-acE 

•taiJr “ISs E=C»tsc saw »ia* «tj 3c» a:g «rt cirf «i tJ* t5ok“ 

o *ct ^ teadco tgj ~ <pa S5 Q ozr c^c i a^ »ad d* 

cpcnA -n* =««=>^ T«=»=5. 

Xcw I ^ tecdca domx thro-_sh ii» cer 

£-m be e=«Tp=c through the lower t-» r»gyn I DOV fil 
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tie distal portion of the exten<50r hallucis tendon between the 
spit tendon of the peronens tertius and the traumatized peri- 
osteum of the fifth metatarsal bone This is tlone as illustrated 
in Figs. 408 and 409 



Skm t 


We will now return to the first inasion Wc have two con- 
ditions to deal -with, first, the mrision through the annular 
hgament, and second, the pronmal portion of the ettensor 
longus hallucis tendon We can fix the proximal portion of ihc 
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eitenscFT lonjifc. hADuct> tendon ^hjch is attached to the 
b> means of catgut to the surrounding tissue bun-mg it dee] 
la thia rs’a\ the toe will be held up A better wa^, fcoaes 
IS to 'uture it to the extensor of the ‘ccond phalanr. fSuh 
extensor lon^us halluct. tendon to the extensor oi •second to 
Fig 409) Nott we wtU etpeet to hate /unction of the Ja 
toe That irrportaot «ince the large toe helps m propell 



Hs-ttO — £»=;easfis 4-'b»ttCT<T*r»UOTi Vtnoi-Un f the slm on outer s3t 
foot sl^ioc; contrart3oo of ibe twspo^ i n-u- L«_t.as teuton. 

the bod% m walhmg \\e do not tiant the toe to drop dom 
'^mcemashort timertvould bend under Wewih now procee 
to do=e the bed of the extensor longus hallucis tendon and ai 
nular hgament b\ a continuous catgut stitch Tig 400} 

We x?iIJ clo=e the 'Ion with hor^hair and keep the foot at 
nght angle for about f<iur or fixe weeVs 
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The skin healed b> primarj union The skm over the insertion 
of the tendon looked as if there were some infection The 
edges were therefore retracted and there escaped a drop of 
serous fluid but no pus This nas believed due to necrosis 
and hquefaction of the surrounding tissue due to too much 
constnction I was apprehensive that the tendon would loosen 
from its new mooring so a silkworm suture was inserted through 
the skin subcutaneous tissue and tendon Recoverj was per 
feet In the accompanjung photograph (Fig 410) a wnnkhng 
of the skm can be seen which is due to contraction of the 
transposed tendon and can be traced to its insertion 
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BILATERAL GRriTI-STOKES AMPUTATION 

Summary A patient with paralyse of both legs below the knees of fifteen years 
duration, as the result of severe secondary anemia from duodenal ulcer 
and subdural hemorrhage Techne of tbe amputauon. After treatment- 
method of teach Dg patient to walk 

AprtlJl2 1P18 

HISTORY 

The patient is a mamed w ©man aged forty-eight years Her 
mother died twenty Eve jeats ago of some growth her father 
died two years ago of myocarditis One sister and three brothers 
are li ving and well She fiist entered tbe hospital ^teen years 
ago with the general statement that for several months before 
entenng the hospital on May 1 1903 she bad suffered from symp 
toms uidicatmg the presence of gastnc or duodenal ulcer com 
pbcatmg chrome appendiatis She was anemic with a blood 
count of less than 1 000 000 red cells and she was markedly e ma 
dated and extremely weak She complained of mcreasmg numb 
ness of both feet and hands and an inability to see clearly All 
of these conditions became worse from day to day until first 
the lower and then the upper extremities became paralyzed 
completely and she became totally blind Before this blindn es s 
occurred an ophthalmoscopic examinationwas made and capiUary 
hemorrhages were discovered accounting for the cloudmg of her 
vision and her total blindness Bladder and rectum were para 
lyzed and there was marked difficulty in respiration There was 
severe pam m the extreimlies for a number of weeks 

Witbm one month after the occurrence of blmdness the condi 
tion of the e>cs again began to improve \\lthm three months 
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COMMENTS AND OPERATION 
Dr Ochsnzr (April 12, 1918) This is a very extraordinary 
case She came here about fifteen years ago having had a con- 
tinuous hemorrhage from a small gastric ulcer When she came 
here she was practically depleted from the hemorrhage, her red 



411 — Appearucc oi legs before opei&tiot) showing mailied atrophy from 
taiddle of tlu^ downward 

blood count being belotv 1,000 000 The blood was so pale that 
One could hardly get a hemo^obin reading She also had a sub- 
dural hemonhage, and as a result was paralyzed throughout her 
hands, arms, and legs There was hemorrhage info the choroid 
So that she was blind The only organs that ivere not paralyzed 
•R ere her heart and respiratory centers, so that she breathed a little 
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after this her respiration became fairl> normal and there was a 
shght restoration, first of sensation and later of motion m the 
upper extremities These continued to reco\er, lea\-ing some 
contractures of fingers, with neaosis of the skm o\ er the ends of 
se\eral fingers 

Sensation also returned o\er the entire surface of both lower 
extremities, but motion nc^'er returned in an} of the muscles 
below the knees 

There has been continued tmproiement m her general condi 
tion during the entire period of fifteen }ears, until her sight is 
agam perfect, sensation and motion down to the thighs mcluding 
bladder and rectum are normal There is stDl some muscle 
atropb}, which rs marked below the middle of the thighs 

At present her ordy cmnplauit is paral}'sis of the legs below the 
knees and an extreme h}perestbesia to touch, all other sensabons 
being subdued She sa}'S that time and dates are ^eT} hard to 
remember and mean httle or nothmg to her 

Prnous Illntss—Shs bad the usual diseases of childhood, 
t}pboid at fifteen }'ears of age and an appendectomy twel%'e 
>e3is ago She had another operation later, but does not re- 
member just what was done 

Bahts — Good 

Menstrual BtsUrry — Jlenstruatioa began at fourteen jea/s 
regular twent j -«ght-da} tjpe up to the tune she had tjphoid 
FoUowmg this she irregular pam attacks from three to fi^e 
dajs precedmg the period, but \eiy little pain during the penod 
She has not menstruated since the second abdominal operation 
was done 

She has been mamcd twi«, has De\ er been pregnant Her 
first husband died of pulmonai} tuberculosis, her second hcs 
band is li\'ing 

General Etslcry — She has occastonal headaches oi er the oc 
aput which last two to three days Appetite is fairly good 
Hearing and «ight are good Bowels mcnc only by enema 
Urmation is normal 
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COI.D.IENTS AND OPERATION 
De Ochsker (April 12 1918) TTws is a ^ery extraordinary 
case She came here about fifteen years ago haxmg had a con 
tinuous hen oirhage from a small gastnc ulcer ^\’hen she came 
here she %\as practically depleted from the hemorrhage her red 



Fig 411 Appeansec oi legs beloie opention shoniog ma atropliy Itohi 
middle of tiugh dowswaid 

blood count being beloxs 1 000 000 The blood is as so pale that 
one could hardly get a hemoglobin reading She also Lad a sub 
dural bemoirhage and as a result xvas paralyzed throughout her 
hands arms and legs There xias hemorrhage into the choroid 
so that she V, as blind Tbeonly organs that uere not paralyzed 
n ere her heart and resp ratoiy centers so that she breathed a Lttle 
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and the heart kept on beating That was before the days of 
blood transfusion If she came to us now m that condition we 
iiould immediately transfuse, giving her 600 c c of whole blood, 
and repeat that once a w eck 

Under treatment the blood became thick enough so that 
hemorrhage into the subdural space stopped We put her 
on rectal feedmg As time went on the blood m the sub- 
dural space and the choroid was absorbed, so that the bhnd 
ness disappeared and she began slowly to see Then her 
hands and arms began to recover, as did the bladder and 
bowels The condition has improved so that from her knees up 
her muscles are very well nourished, but the legs and feet are 
absolutely atrophic and there is scarcely anything left of them 
Her toes began to drop off, so that we could srdp them oS with 
scissors At the present time her legs ate m very bad condition, 
being covered with ulcers because of the trophic changes, and it 
does not seem possible that after fifteen years those legs could 
regain then strength and niitntion, so that they would agun 
become useful It seems wisest to do an amputation through 
the knee jomt and to utilise the patellie, so that she can bear her 
weight on the patella We propose to make a Gntti Stokes 
amputation of both thighs, sawing through the condyles and then 
brmgmg the patell® up against the condyles 

You see the condition of these legs The thighs are m good 
condition down to the knees, but from the knees down they 
are absolutely useless (Fig 4U) You see the skin is perfectly 
good down to a point beyond the knee, so I beheve we can 
make a typical Gntti Stokes operation and that she vnll really 
have very good kgs to walk on with the aid of artificial limbs 
We may be able to do this without the use of an Esmarch 
constnetor We -will be prepared to put one on if necessary 
We will do the left leg first making a long antenor flap and 
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and the heart kept on beating That was before the days of 
blood transfusion If she came to us now m that condition we 
ould immediate!) transfuse giving her 600 c c of whole blood 
and repeat that once a week 

Under treatment the blood became thick enough so that 
hemonhage into the subdural space stopped We put her 
on rectal feedmg As tune went on the blood m the sub 
dural space and the choroid was absorbed so that the blind 
ness disappeared and she began slowly to see Then her 
hands and arms began to recover as did the bladder and 
bowels The condition has unproved so that from her knees up 
her muscles are very well nourished but the legs and feet are 
absolutely atrophic and there is scarcely anything left of them 
Her toes began to drop off so that we could snip them off with 
scissors At the present tune her legs are m very bad condition 
being covered with ulcers because of the trophic changes and it 
does not seem possible that after fifteen years those legs could 
regain their strength and m^tntion so that they would agam 
become useful It seems wisest to do an amputation through 
the knee jomt and to utilize the patellae so that she can bear her 
Weight on the patellae Wc propo^ to make a Gntti Stokes 
amputation of both thighs sawu^ through the condyles and then 
brmgmg the patella up against the condyles 

You see the condition of these legs The thighs are m good 
Condition down to the knees but from the knees down they 
are absolutely useless (Fig 411) You see the skin is perfectly 
good down to a point beyond the knee so I bebeve we can 
make a typical Gnlti Stokes operation and that she will really 
have very good legs to walk on with the aid of artificial limbs 
We may be able to do this without the use of an Esmarch 
constrictor We will be prepared to put one on if necessary 
We will do the left leg first making a long anterior flap and 


F g 412 — Gntu-Stoles amputation 1 Line ol was on to make the antenor 

»nd postenor naps 2 The joint exposed alter secuon of the patellar ligament. 3 

The patella renected upward and lhepopliteaI\-Esse]saitd nerves exposed Dotted 
I ne (it) IS Une of secUon of femur (A) 4 The vessels have been doubly ligated 
the sc aoc newe resected aah gh as^ tfc and the femur sawed off fust above the 
condyles The patella s be ng sawed n two longitud nally 
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cutting off the patellar hgament (Fig 412 1) ^ow we wfll 
try to catch each ^esscl as we cut it There is too much bleed 
ing on this side so we will apply an Esmarch constnctor on 
the other side The aTteT> and \ein are yery thicL walled 
I ha\e made a long anteriOT and a short postenor elliptical 
flap the antenor flap extending through the patellar ligament 
Then I ha\e divided all the structures down to the lower end 
of the femur Then I have sawed the patella m two longi 
tudmallj so as to produce a freshened surface The femur was 
sawed off 6 cm above the jomt transversely (Fig 412 2 3 4) 
The patellar stump and prepatellar ligaments were then placed 
in exact apposition with the end of the femur and the edges of 
the hgament sutured to the periosteum m order to hold it m 
place (Fig 413 S 6) Thcflaps were then sutured m place with 
interrupted catgut stitches leaving no hollow space The pop- 
liteal arterj was tied twice with rehable catgut ligatures The 
popliteal nerve was stripped a d stance of 6 cm above the 
point of severing the other soft tissues where it was sectioned 
with a V shaped cut All superfluous fat was removed before 
the flaps were sutured 

The operation on the ngit extremity is earned out precisely 
m the same manner in order that both extremities may be 
exactly alike 

This looks as though we had too much flap but when it is 
healed it wiU be just enough \Ve did not have to use an £s 
march constnctor on either side tte are dosmg these wounds 
without drainage 

You will note how we apply the dressings There is a large 
loose pad of stenle gauze over the end of each stump but above 
the knee the bandaging is applied much more tightly Pres 
sure on an amputabon flap under the conditions here present is 
liable to cause necrosis of the flap because of its impoverished 
arculabon hence our dressings are applied so as to produce 
absolutely no pressure (Fig 413 7 8) 

The usual objection to the Gntb Stokes operabon because 
of lack of space for making a satisfactory knee joint m the arti 
final leg does not appl> to cases m which both legs have been 
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amputated because the artifiaal limb-maker can suit his coa 
\enience m these cases TTie additional length will be unifoim 
on both sides and vriU, consequentty, not result in any deformity 
The stumps are perfectly rounded and the suture Ime is at 
a pomt where it will not be irritated by the socket of the arti 
fioal limb By carefully padding this socket the patient will 
be able to bear her entire weight on the end of the stump with 
complete comfort This is especially nnportant in this case be 
cause this patient will haie to (earn to walk, after havmg been 
confined to her bed for fifteen years 

After three weeks these stumps will be co\ered with stock 
mgs and sockets extending half the length of each femur will 
be constructed of plasler-of Pans bandages These sockets will 
be removed dafly and the slumps wiU be massaged, and the 
patient will be put through a s)'stematic course of gj-nmastic 
training until she can stand and walk upon these sockets and 
onl> after she has attamed this abdity will artificsal limbs be 
secured, because it wQ] be much easier for her to lean to walk 
on these improvised sockets than upon artificial limbs 

We ha« a nght to expect primary wound hcalmg of these 
flaps so that there will be practically no scar tissue 
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amputated, because the artifiaa! limb'tnaker can suit his con 
\enience in these cases The additional length will be uniform 
on both sides and will, consequently, not result in any defonmtj 
The stumps are perfectly rounded and the suture hne is at 
a point where it will not be imtated by the socket of the aiti 
fiaal limb By carefully paddmg this socket the patient will 
be able to bear her entire weight on the end of the stump with 
complete comfort This b espeoally important m this case be 
cause this patient will base to leam to walk after having been 
confined to her bed for fifteen )ears 

After three weeks these stumps will be covered with stock 
mgs and sockets extending half the length of each femur will 
be constructed of plaster-of Pans bandages These sockets will 
be removed daily and the stumps will be massaged and the 
patient will be put through a systematic course of gymnastic 
trammg until she can stand and walk upon these sockets and 
only after she has attained this ability will aitifioal limbs be 
secured because it will be much easier for her to leam to walk 
on these rniprovosed sockets than upon artificial limbs 

We have a nght to eipect primary wound healing of these 
flaps so that there will be practically no scar tissue 
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Carman Ci Miller’s X-ray 
Diagnosis 

Rontgeciolggy ot the Qastro-intestlnal Tract By Russelc D 
Carman, M D , Head of Section on Rontgenology, and Albert Mil- 
ler, A B , M D , becond Assistant in Section on Rontgenology, 
Division of Medicine in The Mayo Clinic, Rochester, Minnesota Octavo 
of55opages Mith 504 lUustiations Mij. isi? Cloth, $6 00 net. 


COMPREHCNSWC 114 DETAIL 


This work takes up the diagnosis of disease of the ahmentarY tract followin'' 
Its course from the esophagus to the rectum \ou are told what apparatus is 
needed and exactly how to use « »nh formulas for the banum meal and enema 
^ou are given the Rontgen appearance of the normal organ under discussion, 
i»hat appearances signify abnormalit) and exactl> how to detect abnomiality' 
Then you get the Rontgenologic symptoms of every disease of the organ followed 
by several actual examples of each to show individual vanaLons and an exten 
siv e bibliographv on e\ erv topic A few of the important topics treated are early 
cancer diverticula gasiroptosis hunger pain in duodenal ulcer, Lane s Lmki 


Our books are revised frequently, so that the editions 
you find here may not be the latest. Write us 
about any books in which you are interested 
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Cabot’s Works on Diagnosis 

Differential Diagnosis Presented through an Analysis of Cases 
By Richard C Cacot M D Assistant Professor of Clinical Medi 
cine Harvard Medical School Boston Each volume an octavo of 
about 750 pages illustrated Per volume Cloth $600 net 

Dr Cabot s work takes up diagnosis from the point of view of 
iymptom — the symptom in any disease which holds ihe foreground in the clinical 
picture the principal complaint ll groups diseases under these symptoms and 
points the way to proper reasoning m coming to a correct d agnosis It works 
backward from each leading symptom 10 the actual organic cause of the symptom 
This the author does by means of cate leaefinj; 

The tiafingrauf in \ Jum* J fTkndEd i 1«5) are Headache gen 

•ral abdim gal pa n ej gastric pain » ghi bypncbon Ir a< pa n left hypochoodirvc pa n tight 
■ uc pa n left I ae pa u at Itary pa n a n in am s }ia n n legs and feet fevers ch Us 
coma.GOBTuIso weakaesj co cb vumi 1 g henalora d>spnea j-iund ee and oervous 
seu— SI syinp cms aad 385 cases 

Volume II (SacealEdcen— Fabmarr Ibit) Abdom nal and etber tumora vert ,0 
diarrhea dyapepsa hem tenes* enlar^gla ds blood o looli awel ng of face hemo. 
pt^s edema of legs freq ent m rtur na dpolyura ft nt n boar enea pallor swell ng 
of am del num pa ptat on and arl yihm a iremor tst lea and ahdom nal CDUigement— a 
total of ig eyn ptomi and 317 nstru i v« cases 

Morrow’s Diagnostic and 
Therapeutic Technic 

Diagnostic and Therapeutic Technic By Albert S Morrow 
M D Clinical Professor of Surgery New York Polyclinic Octavo 
of 834 pages with 860 original line drawings Cloth $6 00 net 

SeCOND EDITION 

Dr Morrow s new work is decidedly « work tor you— -the physicun engaged 
m general pract ce It is a work you reed because n tells you just how to perform 
mose procedures required of you every day and it tells you and shows you by 
clear new I ne drawings in a way never before approached. It is not a book on 
drug therapy it deals alone « th physical or mechanical diagnostic and thera 
peutic measures The information it gies «» such as you need to know every 

— trsnsfasiao and nfitseia kff’eniennic medteatton B er s hyperemia, eipJora 
torv punctures aspirations anesthes a etc Then follow descriptions of those 
measures employed m the diignoa s and treatment of diseases of special regions o« 
organs proclocljss cystoscopy «c 
Journal Amenrsn Med cel A»ocf»liow 
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A NEW CLINICAL PUBLICATION 

The Medical Clinics of 
North America 

Issued senall^, one ocu\-o ol 215 pages, illustrated, e'er> other nontL 
Sold onlj bj the Clinic \ear (Jul^ toMa>), «ii ^oIllmes. Cloth, $400 
net, Paper, $rooo net. 

In The Medical Clinjcs or Nobtu \urxicA «ub«cribers mil reane a 
po'tgraduate cour'c of ununial scope, gmng them the clinical teaching of 
the great medical centers of the country Each number will be a hand 
some octa\-o I'olume deixited esclusiveh to the work of one medical center 

The Baltimore Number (Johns Hopkins Ho«pital) 

Dr 71e«fare C. Juierty Dr fferman C XfoeentluJ Dr Lou s BimBiifl 

Dr LewelljiF Barter Dr TbocutR Brows Dr Hiomis B Fotiajer 

The Philadelphia Number (l,Diier<it% of Penns) h'anu and JeSrrson 
Medical College) 

Dr Alfred Steofel Dr Tboous SlcCne Dr Tbee U tt eiiaSuj 

Dr Jowpb Sailer Dr Hobart A. Itare Dr Jsdsoa Daltad 

Dr A A. Stevas Dr Eliser D Poak Dr Mean K. 

Dr Joha II SiLuer Jr Dr StmiaE Rtbhus Dr jayPiMk Scbaaberi 

Dr O II P Pepper Dr Rosa \ Patterwo Dr Dand RieusaB 

Dr Jobs EoZaer 

The Nevf York Number (Columbia Bellevue, Cornell and Post-Graduate 
Schools, Presbvtenan, St Lukes, Post Graduate, hewkork, Mt. Smai, 
and Belleme Ho«pital3) 

Dr U T Loegco]^ Dr Arthur F Cbase Dr Eiaminuel DTaoau 

Dr Hoaer Ssnit Dr Ed Quiolard Dr Harlow Brooks 

Dr Henry R Gesrlin Dr Ludwig Kist Dr Malcolm CoodnaE* 

Dr Samuel t\ Lambert Dr Louis A- Conner Dr Alfred He^s 

Dr L. F Fns«ell Dr « R. nHlums Dr Frederick niney 

Dr H A BacCedo Dr Mamrs A KatbeinJ 

The Boston Number will include Hanurd Massachusetts General llos* 
pttal, Boston Cit) Hospital, and Peter Bent Brigham Ho'pitaJ 
The Chicago Number will include the institutions familor to our sub- 
scribers through the Chicago Clinics 


Goepp’s Medical State Boards 

ToortA r ^ o on pwltluaf < 1917 

Ctite EoUd OcTSTtovs A.ND Awswzns. By R. JIax Ooett M D Professor of 
Chucal Medicine, FhiUdelphm Fob cUnit Octaso of 7rj pages. Cloth, tu5 net- 






PRACTICE OF MEDICINE 


Ward’s Bedside Hematology 

Bedside Hematology. By Gordon R Ward, M D , Fellow ol the 
Royal Society of Medicine, London, England Gctavo of 394 pages, 
illustrated pubiishM Aptn. ish Cloth S3 50 net 

INCLUDING VACCINES AND SCRUMS 
Dr ^\ard s '\ork gnes jou the exact technic for obtaining the btood for ex 
aminaton the making of smears the Wood count finding coagulation tune, etc. 
Then it takes up each disease giving )Ou the synonyms, definition nature, gen- 
eral pathology, etiology, beanngs of age and sex, the onset, symptomatology (dis- 
cussing each symptom m course of the disease, clinical varieties, compli- 

cations diagnosis, and treatment (drug diet rest tactvtes and serums etc ) 


Faught’s Blood-Pressure 

Blood>Pr«ssure from the Clinical Standpoint. By Francis A. 
Faught, M D , formerly Instructor n Medicine, Medico Chlrurgical 
College of Philadelphia Oct3voof475pages,iUustrated Cloth, $3 5onet 
SECOND EDITION— published November. 1^16 
Dr Faught s book is designed for practical help at the bedside Cesides the 
actual technic of usitjg the sphygmomanometer in diagnosing disease, Dr Faught 
has included a brief general discussion of the process of circulation The practical 
application of sphygmomanometnc findings within recent years make it imperative 
for every medical man to have close at hand an up to date work on this subject 


Smith’s What to Eat and Why 

What to Eat and Why. By G Carroll Smith, MD, Boston 
I 2 mO of 377 pages Cloth, $S 75 net Published Seplember. 1915 

SECOND EDITION 

With this book you no longer need send jour patients to a speciaLst to be 
dieted — you will be able to presenbe the suitable diet yourself just as you do 
other forms of therapy Dr Smith pves the • nhy of each statement he 
makes It is this knoMing wh> nhich gives jouconfidence in the book whith 
makes you feel that Dr Smith -twdaj 

Pennejlvania Medical Journal 

All thrt>u£h ih s book Dr has added to bii d rttoe bmti a great many valaableo ea 

ol a general naiore which ’•ill appeal lo llie general praelii oner " 
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Musser and Kelly on 
Treatment 

Practical Treatment. By loS eminent speaalists 'V’olumes 1,11, 
and III, edited bv John H Ml--er, M D , and A. O J Kelli, JL D 
Each an octa\ o of 950 pages, illustrated Qoth, $6 00 net , Half Mo- 
rocco, $6 50 net. Volume IV, edited by John H MtaaER. Jr., M D, 
and Thomas C Kell^, M. D Octavo of 990 pages, illustrated. Clotb. 
5700 net M.r. i»ir SuismpUon 

VOLUME rV— All the Ne« Trektmrau—JUST OUT 
With ^Iusserand Kelly s Treauneot mthio am t reach you ha'c at yoitr 
uutaoi cQtntnand the combioed eapeneoce and tcachiojs of io3 leading isterturu 
and speealista of Amenca and EogUnd. la man} rases you get the 
am/A^irr used b} these autbonoes The past few years bate seen radical de 
vetopmeQCs in tnedictoe , it is these new deeelopmenu that coasotuce the subject 
matter of lolumt II' Dactenology, the endocnae glands servta therapy, S)V 
thebe chemistry . aev surgical aad non medicaJ ireatmenu— these are only a fe« 
ofihe subjects cohered Reinetnber Musser and Kelli s Treatment eoiers the 
tntire fitU Ii u a Treatment that mil g>»e you more semee— semee— 
‘tun any other 


Thomson’s Clinical Medicine 

Clmical hlediciae. By Williasi Havna Thomson, SI. D, LED, 
formerly Professor of the Practice of Medicine and of Diseases of the 
Nervous System, New 'iork University Medical College Octavo of 
678 pages Cloth, $5 50 net pRbii»h«<i J*™>»rT. >«•» 

SECOND EDITION 

This reie work represents oterw half crntarj 0J aetne practue and Uaik- 
!t deals with tfdaJt medicine— the afflicatKm of medical koovlcdge for 




Anders’ 

Practice of Medicine 

A Text-Book of the Practice of Medicine. By James M Anders 
M D Ph D LL D Professor of Medicine Medico Chirurgical College 
Gradi^te School, University of PermsyKania Thirteenth Edition ’with 
the assistance of John H Mussik Jr B S M D Associate m Medi 
cine University of Pennsylvania Handsome octavo 1259 pages fully 
illustrated Cloth $6 00 net PukUsh«d October 1917 

The success of this uork is no doubt due to the extens ve consideration given 
to D agnos s and Treatment under D fferent at D agnos s the points of d stinction 
of s muUting d seases be ng presented n tabular form In th s new edit on 
Dr Anders has included all the most important advances in med cine keeping 
the book within bounds by a jud cious ehm nation of obsolete matter A great 
many anicles have also been rewnuen 
Wb B Quine M D , 

Pnf! ser tf Mti e n 4 And Cl nuat tiM eitt Celltg* -f and Surgtms CKxaga 

1 eons der Anders Praet ce one o( ihe best s ng e*volume works tefgrs the profess on at 
tb s t me and one of the best text books for med cal s udents 


DaCosta’s Physical Diagnosis 


Physical Diagnosis By John C DaCosta Jr,M D Associate 
Professor of Med cine Jefferson Medical College Philadelphia Octavo 
of 589 pages with 243 original illustrations Cloth $3 50 net 

THIRD EDITION published November 1915 
Dr DaCosta s work is a thoroughly new and original one Every method 
given has been carefully tested and prosed of value by the author h mself 
Normal ph> s cal s gns are explained in dcto I n order to a d the d agnost c an in 
determ n ng the abnormal Both d reel and d fferent al d agnos s are emphas ted 
The card nvl methods of exam nat on are supplemented by full desenpt ons of 
techn c and the dm cal ut 1 ty of certa n instmniental means of research 

Dr Henry L Elmer Prof or f V i or a ra r L v r ty 
wrilrnonih sul ec In every way I find (a super o produc on 


5f the best . 
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Kolmer’s Specific Therapy 


Infectjon, Immunity, and SpectlfcTfaerapy. JDH^ A KouffiB, 
M P,Dr.P H. Ajststanl Professor of Expenmental Pathologj.Urj- 
%ersitj of Pcnos\ ?<-ania Octav'o of 977 pages, mti 147 original fflas* 
tntions, 46 in colors, dran'n by Ermn F Faber Cloth, S; oo c«t 

Sfcead pablulteJ Octebef IfO 

ORIGtKAt. ILLUSTRATIONS 

Pr Kolmer s hook gii es Tou a full account of mfecbon and hsmco-tr wd 
a/Z/ira/afn t/ /4it Afoa/tJgr iti the specific cii*gi)osji, preientioo aoi treM 
zncct of disease The section dctoled to i^mun^h’^K gireSfoti ereryde 

tad from the cue of the ceotnfuge and inatiog a simple pipet to the actcal pro- 
ductioa of seniais and racaoes lodef tfvajtc foo get methods of 

euhu)^at«4^eM>iat tamireraad their a.fyX useto diagnosis and usatnect. The 
directioas foria;ectitie raccioes seroos saltarsaji. etc.— >mtb ther-ra^/<f<«it/e-' 
are here gives so clearl) chat yon eill be able to use these meass of treatceeiuio 
] our daily practice \ ou also get fuO direciioos for malciof the daatat dugnttU 
re^A(Ws>-themnotu tuberculin tests luetio tnaUeis and&milarreaAoas aSlSaS' 
tnted with tclcrrd pUUt The final section is demoted io Ut^aterf tsftnmtHD 


Anders 6 Boston’s Medical Diagnosis 

(PkWuM f«.*> leiu 

A Teat«B«iK of Aledical Diagnosis B_> Jaiies M Avoers, M D, 
Ph D. LLD Profescor of Medicine and L \AW)LEO^ Bo^\ MD 

.r-, — I /- II — r^duac 

ages 


fiECONo comot 


This new edtion u desmed espressi* for the general practitioner The 
methods giica are pracrrcal and e^pecaWi adapted for quick refeterce The 
diagnostic method, arc prcsenied 10 a fwrefjl definite »ai bi men »-bo hare 
had Hide crpenenc‘ ** *** Uboraion 


The MedicU RecottI 
«<jr»er » loo't lerianiit. 


)g ooc i^ a pfC^eiB 


laba/wtorr 




PRACTtCE OF MEDICINE 


Kemp on Stomach, 
Intestines, and Pancreas 

Diseases of the Stomach. Intestines, and Pancreas. By Robert 
CotEMAN Kemp, M D , Professor of Gastro intestinal Diseases at the 
New York School of Clinical Medicine Octavo of 1096 pages, with 
428 illustrations Cloth, $7 00 net. 

NEW (Sd) EDITION—publuhed Apnl. 1917 
The new edition of Dr Kemp's successful work appears after a most search- 
ing revision Several new subjects have been introduced notably chapters on 
Colon Bacillus Injection and on Diseases of the Pancreas, the latter article being 
really an exhaustive monognph, covenng over one hundred pages The section 
on Duodenal Ulcer has been entirely rewntien Visceral DisJlacO’tenls are given 
special consideration, in every case giving definite indications for surgical inter- 
vention when deemed advisable There are also important chapters on the/nfri- 
fmal Complications of Typhoid Fever and on Diverticulitis 
The Therapeutic Gaaette 

The therapeut c advice which » gven >s excelUni Meiliodi of pb'S cal and el meal 
«arn Bauon are adequately and eorreclly detenbed 


Gant on Diarrheas 

Diarrheal. Inflammatory, Obstructive, and Parasitic Diseases of 
the Oajtro-intestlnal Tract. By Samuel G Gant, M D, LLD, 
Professor of Diseases of Sigmoid Flexure, Colon, Rectum, and Anus, 
New York Post graduate Medical School and Hospital Octavo of 604 
pages, 181 illustrations Cloth, J6oo net 
ILLUSTRATED 


This new 
dtaptosts and 
given under « 
special chapte 


Gant on Constipation and Obstruction 

This work IS medu-al non medical (mechanical) and surgical the latter r.,11 
being a complete work on rectocolonic surgery ^ ^ 

Octavo of 57S P»s*s will* »s° BySaHlaiC Gant M D CloihlSootie 




SAVXDEXS JOOfCS 


Norris & Landis’ Diseases of the 
Chest and Physical Diagnosis 

Diseases of the Chest and the Principles of Phj-sJcal Diagnosis. 
B)’ George \\ iluajj Norri«, A. B , 31 D , Associate in 3 fediane at 
the Unnersit)' of Pcnns})\-ana, and H ft 3 / Lind/s A.B, 31 D, 
Direaor of Clinical and Soaoli^ca) Department of the Phipps Idso- 
tute, Philadc/phia. Octa\o of jSs pages, with 413 illustrations, mostlj- 
ongnuL Cloth, <7X» net. p«iiiu6rf*4t»«.i»it 

STRONC OH J»TrRPftCTAT«>» 


Friedenwald 


and Ruhrah on Diet 


Diet In Health and Disease. Bp jtLiis FRtEOENtMLP 3 ^ 
Professor of Diseases of the Stonucb and Jo»’< Rvhraii 3 f D Pro- 
fessor of Diseases of Children. College of Ph>stCians and Singwn*. 
Baltiinore Octavo of 857 pages jcj, i«u Cloth, $^co net 

rovuTrt corrioN 


ee« mSiHsb bu ten cvtfnJf rrrnrd auka>e r retl »ore ukIuI ib^a 
sd-lxjasprenoBSJt exhaustffd. Tie e» t.n m i *0.1 aiioW hjee been menneo add-Bonl 
Buuie la tS>»cr dfl IBSef-co* » lie *» / ihr *Je» uad rr^al ferdeg -Utd icreru tibia »£iei. 
n - U.ntog s iloems Oe con'poaU.B i>tOi>bea. laoM 

George Dod r . M D. 

Tlrcre /VAa*..- erj CUwirjJ er Tmijnf i er 

“It Veras la me Cat too Ij e ptejnred iheinvj ti taC. e '•or* ,^e kjix! BO« ivtUlIa, 

] ua e<pea»jT fUC to tee ite Icrag Lsl ulaa*. t« of giScrtat lifld* of foods. 


Carter's Diet Lists 

Diet Lists or the rutFi-rranx H wi 
Cdinpdfd. «■' h BOie», U Herbert t«T 
pages. PsUahed Vsi. wn 

KcreDr Onerlut c’ar'ilrdan to- diet Ii b Sir ibr • 
r««Tilri it the Pr«hetoi« Ho^il R, 


»L '■r NEvt 3 orv On 
R, \f D ircio o( ttg 
Cloth f f oo net. 

noas d mte» tod fot coon- 



THERAPEUTICS AND EXERCISE 


Bastedo’s Materia Medica 

Pharmacology, Therapeutics, Prescription Writing 

AUtena Medica, Pharmacology, Therapeutics, and Prescription 
Writing By W A Basthdo Pii G , M D , Assistant Professor of 
Clinical Medicine, Columbia University, New Yoik Octavo of 654 
pages, illustrated Cloth, $400 net 

SECOND EDITION. REVISED AND RESET 
Dr Bastedo s discussion of his subject is very complete As an illustration 


thorough ? 

Boston Medical and SuT|l<al Journal 

Its a in throughout s therapeut e and practical rather than (beoret e and pharnaeologie 
The text is i 1 uitrated with e xty well chosen p aies and cun It should prove a useful eon 
tnbuaon to the text booh I teraiure on these sub/ecis 


McKenzie on Exercise in 
Education and Medicine 


Exercise in Education and Medicine B> R Tait McKenzie B A^ 
AI D Professor of Ph> steal Education and Director of the Department, 
University of Pennsylvania Octavo of 585 pages with 478 on"inal 
illusti itions Cloth S4 0o'net 

SECOND EDITION— pubtuhed June lOlS 
D A Sergeant M D D ndtr »f llemtwwaj Gym*u,am Harvard Uni^stly 


Bonney’s Tuberculosis Second Edition 

luueRCLLCwi BySHERMAvG Bosnev, M D , Professor of Medi 
cine Dcmerand Gross CoIJcgeofMedicmc Oclavoof <),c oaires with 
243 illustraiions Cloth $7 00 net. Half Morocco fS^ooet ' 
Maryland Medical Journal 


Publish, 
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SAUWERS BOOAS 0\ 


Sollmann’s Pharmacolog'y 

A Atanual of Pharmacology* Irs Appucatioss to Therapevtics 
A>D Toxicology. B> Torau) Soluhnn M D Professor of Pharma 
cologj and Matena Mcdica m the School of Xlediane of^\estem Re- 
sene Unuersitj, Geseland. Octasoofpoi pages illustrated. Cloth 
$430 net. PsSStSed rebreuT ItlT 

JUST OUT— BASeO OK TWE 1916 U 5 PHARMACOPOEIA 

MANUAL. Thu IS the text or refereace soluase Tiro sites of tjpe art 
um<L The broad coacepooDs the f'enenlitatiDDs and those 


really important dro^s— those drozs that you actually use m your praccre — an 
diMussed extensiieN «hite those used less frequently are dismissed vith less coo 
sideration All the new remedies are included uiih detailed lostnictons fortheir 
use Xaeooea serums saliarsan neosalrarsan pitu tary extract all 

those new remedies of the rhannacpptrta beio; so exiensisely discussed and rm 
ployed Every worthwhile deielopment in the £e)d of phamaeolosy » included. 

LABORATORY GUIDE, u,, m to CW/ 

present no dimnlcy in techmc and re 
quire little help from the instructor They teach you how to Special 

nrets is laid on bets with direct pncocai beanng; 

A f«tn>fT C*tJ4 M /iaiw ifrf m Br T«au» Souiuas, >L D C«ur» tl lit Ww. Suinwl 
Oats tasa act. 

Sollmann’s Actions of Drugs 

The Actions of Drugs : A Covkse of Eleme-Vtary Lectvres for 
STLDirMS or PHARJfACl By TOK-ALO SOLLSMVX D ismoofElJ 
pages Cloth 5150 net pobcmedoctobw itn 


Amy’s Pharmacy 

Principles of Pharmacy By IfENKi V Arm Ph D Professor 
ofChemistn Jiew Yorh College of Pharmacy Octa\o of 1O36 pages 
mth illustrations Cloth <3 50 net 


SECOND EDITION— Rubluhed March 1917 

.. m.. with phar 

. . the anlhmftic 

, , ■ . xma and those 

At-ioal Die.u auv>.j t ' cbenicals 

Tnrlud ntr ihe^eoncs of chemistry the fourth d scusses the organ c chemicals 
Iw. fifth'’ IS deioted to chemical testm* presenun? a 5^stemauc grouping of iU 
.1 afikt pijrmaeppTiJ the sixth discusses the presenpe on from the time 
Mr trs dispensed the seienth is devoted to laboratory work with 

ifiswn ^ and rhemi^al artihmetu 

ajtrnUt efMJlwn - 
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T ousey’s Medical Electricity 
Rontgen Rays, and Radium 

Medical Electricity. Rfintgen Rays, and Radium. By Sinclair 
Tousey, M D , Consulting Su^eon to St Bartholomew’s Hospital, 
New York Octavo of 1219 pages. %Mth 8oi illustrations, 19 in colors 
Cloth, $7 50 net PuMuhed Febnucy, 1915 


SECOND EDITION. RESET 

Th« Te*ision for this edition was calteinelv heavy , new matter has increased the sire 
of the book by some lOO pages About Jo new tllusuations have been added The new 
matter added mcliidea Diathermy, siousoidal currents, radiography with mtensifyiQ!; 
screens, rontgenotherapy, the Coohdge and similar Itomgen tubes and the author’s method 
df dosage, and radium therapy ate noted. The book has bees enriched by including several 
of Machado s tabular cUisiReations of elecine methods, effects, and uses 

Throughout the entire work everything conceroiog electneity, x rays, and radium in 
medicine, ae well as phototberspy. iseaplaioed id detail— nothing is omitted It tells you 
hew to equip your office, and, more than that, bow to use your apparatus, explaining away 
all difficulties It tells you just bow to apply these measures in the treatment of disease 
The chapters on dtn/jl radiography are particularly valuable to those interested ts dental 
work 


Deaderick Ci Thompson’s Endemic 
Diseases of South 

Endemic Diseases of the Southern States. By William H 
Deadpkick, M D Member Amencan Society of Tropical Medicine, 
and Lo^d Thompson, M D, Charter Member American Association 
of Immunologists Octavo of 546 pages, illustrated Cloth, S50O 

Fubtisbee March 1910 

THE ONLY WORK OF ITS KIND 

This work records the expenences of two active practitioners and teachers 
nght in the field and thoroughly familiar with these diseases Those diseases oi 
special importance are go en unusual consideration PeUtspra for instance is 
grien eight chapters lor W» frfA ctBisi A eTatacin "while Wfc.t'orw: if/rwr covers mne 
chapters and r« if im eight. Non get the etiology patholog) clinical history, 
diagnosis prognosis prophylaxis and treatment of each disease presented from 

every angle always beanngmmindihepracucalaim of theuork— the 

of the knowledge in daily practice 
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SA0 \D£R^ ROOA”! o.\’ 


Garrison’s 
History of Medicine 

History of Medicmt \Vith Sfedical Chronolog)', Bibliographic 
Data, and Test Questiorj B> JFieLDjsC H Garri«os, if D,pno 
cjpal AssisUnt ljfaranan,Siirseon Generals Office, Washington, D C 
Cloth, 00 net. Smvo<! Eseioa publuhed Jane, 1217 

T»E BACDEXiyt OF MtMCAL HISTOKY 


soeoce) the Tuenoeth Cemur)' (theberootn;;of orgaruitd preienovenedicisev 
\oa get all tbe unportaac (a^ m medical btitory a it^'grafhK ^ithtnarj an 
»lbaai of mfdita / and a maflete eAfvtief^g' 

Stevens' Therapeutics hmi cdaurD. Se^mber. )«« 

A Tar Book or tIoi»£*N 'Iat£«a \Jlvica a\d TK£Ra«CTrcs. 
Bv \ C Stocvs, 4 \l '1 t) , Lecturer on PhsTcal Diagnosis in 
tbe Lnssc’sicjof Pesnsslvaota. Octasoof^xs Cloth, I3 Sonet: 

Dr Steiefls Tberapetmts i» one of ihe most sutcesdul irorVj oa the 
«iib/ecT eier published lo ibis nev edmon >he «orlc has undergone a 
very ihoroush re»moo and no* represents ihe ven latest adiances 
TLe Medical Record. New York 

''Areona sSr lea ihr most uoporlaaf bruicS of ine<l.£Al pnrtjcf 

tin ty Or S error ozs naked wiili >br beiL 


Butlcr*s Materia Medica Sixth e 4 iw>» 

A Trvr Cook "f MeTCKit Menica TjitxAmyio ■‘>r< Ph«m^ 
coux-y Bv GtottoE F Btitw Ph <» , M O Pn.ie^sor ard Head 
of the De^rtBient of rhetapeuucs and Profn-fOr of I’re»enii»e ard 
Clinical XlediciM, fhit3e.o foUcee of Medicine a/id ''urj.en Medical 
Depanment ta/panso (nnmtn Ortsto of 703 pajres illuscmce^ 
Cloth, Sa 00 net . liaU Morocco, S3 S° "f* P»i>Udi«e j»oe i«> 

Tor this S rtb ediuon Dr Boiler has enoreli remodeled his nork a great 
part hanng been resmneti <tll o&soleie nutter ia* /<en elrmtniced jod 
^:.e<ia3 aftnuon has been giien lo the losrcojogic and tberapei.ic effects 
ofthe newer compounds 


Record. New Vofk 
-SolhaiS biS tees o-n 


oed 17 (be ooAor «bic)i 


in ku jod^car iroi^Id add to iSe 


PRACTlCh \fATERIA \fEDICA Etc 


The American Pocket Medical Dictionary New (KHh) Edition 
TiiE Amirican PocKFT Mei> Cal D crioiAM Fd ed by N\ A NevmanDor 

LAND M D Ed or Amencen Htusltalel Med c 1 D cl unsry 07paBes Flex b!e 
leatber w th gold edges $■ 25 net w Ih index $1 50 neL October 1917 


Strome Perry’s Food Manual for Doctor and Patient 

A Food Manual roR Doctor AKD Patient BySoLouovSiROisF A B MD 
Professor of Med cine Post Graduate Med cal School Ch cago and AIalse A 
Perry B S D eLt aa Michael Reese Ilosptal iimo of }7opascs Cloth ^150 
Det PublsbedAufust 1917 


Here the sc ence of nutr t on is deta led (or the layman and the ph)s c an finds 
h s abstract thconcs Iran lated mo the term no ogy of the Ic tchen D ets are g ven 
for d abetes (jturial OR (renlfflenO gout nephrts h gh blood pressure L dney stone 
d seases of the stomach mtestnes Iter gall-stones tuberculos s (evers skin aflec 
lions obit ty anem a etc There are id all 2j> d ets and meaus and 134 special 
ree pes. 


Cohen and Eshner’s Diagnosis 
Essfntiai. 
n Cl n cal h 


Second Reviled Edition 1900 


Morns' Matena Medica and Therapeutics Seventh Edition 


Kelly's Cyclopedia o! Amencan Medical Biography 

CvetopFD A Of Amer CAN Me cal Uioorahiy By Howard A Kiliy M D 
Jol ns Hook ns Un vert y T»o o avos oi 52$ pages each « th port a t Per set 
Clut Siooonet lUKMotocco Sijoo net. PubI abed Aprd I9iz 


Oertel on Bright s Disease illiutraied 

The Anato c ll tdlo ical Processes of Brjokts Disease By HoRsr 
Oertel M D D e orof he Rnsse I Sage Ins ueo Pa ho ogy New York Oc t o 
of 927 pages w h44t«' nd 6 to O «d p a «s C oth f 00 net December 1910 

Arnold s Medical Diet Charts 

Med rAL D tT C ARTS Prepared br IT D Arno d M D Dean of Harvard 
CrduaeMed nl hoot Boson Sngle chart Scents 50 charts Si 00 ne too 
chans >18 00 net tooo bars foounet 


Eggleston’s Prescription Wnting 



^CTTDEJtS^ SOOKS ON 

i«c^ American 
Illustrated Dictionary 


New (9th) Edition — 3000 New Wordi 
The Amencas Illustrated Medical Dictionary A New 

WAS Dorlavd M D, Editor of The Amencan Pocket Medical Die 
tionarj Large octa\o of 1179 pages, bound in full flcMble leather 
Pnee Sj OQ net, with thumb indev ^^jOoet PswuseiocDW imt 

KEY TO CAPlTALlZATIOn AKD PRONUNCIATIOH-AU, THE NEW WORDS 

Bovard AKel^ J ivH fi.u t&mrjttr 

“Vr Deriud J dxeeoair u iCeunb & It utawtS gonea ep MBieftati eoartaieat 
•ue NecTTon)ur«t«earouadianriiseer>(.~ 
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SAl/yPEJis- BO OKS 0\ PRACTICE, Etc 

***''*2.**^^““' Examination and Diagnoitic Anatomy 

51 D £vU£a,TTON AND DHC^O>TIC AnaTOIH B> CB-MUS B 'um 
wustrated SMDoiEitioo_j.Mi*a«i September ISie. Clolh, Si Jj ett 

Abbott’s Medical Electricity 

ABe.rrT M D D«n .od Pi> 

fe»r of rhr-inlope "nienrT end PMctiec College of Medial Eeanjelisti Lome Lmdi. 
Califorau iimoofijepig-s JInsIraed. doth Ji nec Ajra,IW 

Stevens’ Practice of Medictoe New (ioti») Editua 

1 \t,s ., „r- r Be e »« . . STEVENS. A. 51, SI D, 

■ ^peciallj loteoded for 

• • • Post-ccliTo 620 

t PabEsbed lalf «»t5 

Saunders’ PocJcet Formulary New (jth) Eda»o* 

^‘^srNDEXs’^ PotxET 5t£oicsL F<»*>rci-»«r By bbiusAU 5L Pcwmi, M D 


cce. la fiexjble ioiher With sde isdei, willft, ud Cap, |i 75 Bet 7iu>iiiir*iW 

Deaderick oo Malaria 

Pkactical Study «f SIalaria By tUuuAif H. Deadiucs 51 D, 3I«mber 
Aaencna Seoecy of Tropreat Medicine FeQow Loed'^ Society of Tropical Medieiae 
■nd Hysiene. Octavo of 401 pagb, tUosmied. Cloib, 14.50 net Half Mococce^ 
So 00 net. pablubed»«vtBbei,im 

Niles on Pella^a Second Cdhioir— Jumiy. I91d 

Pellacra. B» GtoscE 'I Niixs, M D Oaitro-eolero ofict to the Ce’rjia 
Baptist Ilcepital Atlanta. OcUrooTviS pages, lUnstraled. Ooih Ij 00 DCL 

Hinsdale’s Hydrotherapy 

HYTSOTMEtAn Bv GuT HiNiOAtE. M D Fallow Kora] Society of 
cT Great Bntain. Octavo 466 pag«, lU^treted. Ootb Sj.5® net Aagasti 

Todd’s Clinical Dlaj^nosis Fourth CdiOoiv-Jone 1918 

CUNICAt DuGNOSB a SlANXAt OF LabOBatoet SIetbOOS By 
CaiI'BEU. Todd 51 D, Professorof Pathologj fooiierviti of Colorado nwo 0 
tSy pages, iJustiated Qoih $ 3 x 10 net 




